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A B S T R A C T

Background

Cognitive behavioural therapy (CBT) is a psychosocial treatment that aims to re-mediate distressing emotional experiences or
dysfunctional behaviour by changing the way in which a person interprets and evaluates the experience or cognates on its consequence
and meaning. This approach helps to link the person's feelings and patterns of thinking which underpin distress. CBT is now recommended
by the National Institute for Health and Care Excellence (NICE) as an add-on treatment for people with a diagnosis of schizophrenia. This
review is also part of a family of Cochrane CBT reviews for people with schizophrenia.

Objectives

To assess the eJects of cognitive behavioural therapy added to standard care compared with standard care alone for people with
schizophrenia.

Search methods

We searched the Cochrane Schizophrenia Group's Trials Register (up to March 6, 2017). This register is compiled by systematic searches
of major resources (including AMED, BIOSIS CINAHL, Embase, MEDLINE, PsycINFO, PubMed, and registries of clinical trials) and their
monthly updates, handsearches, grey literature, and conference proceedings, with no language, date, document type, or publication status
limitations for inclusion of records into the register.

Selection criteria

We selected all randomised controlled clinical trials (RCTs) involving people diagnosed with schizophrenia or related disorders, which
compared adding CBT to standard care with standard care given alone. Outcomes of interest included relapse, rehospitalisation, mental
state, adverse events, social functioning, quality of life, and satisfaction with treatment.We included studies fulfilling the predefined
inclusion criteria and reporting useable data.
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Data collection and analysis

We complied with the Cochrane recommended standard of conduct for data screening and collection. Where possible, we calculated
relative risk (RR) and its 95% confidence interval (CI) for binary data and mean diJerence (MD) and its 95% confidence interval for
continuous data. We assessed risk of bias for included studies and created a 'Summary of findings' table using GRADE.

Main results

This review now includes 60 trials with 5,992 participants, all comparing CBT added to standard care with standard care alone. Results for
the main outcomes of interest (all long term) showed no clear diJerence between CBT and standard care for relapse (RR 0.78, 95% CI 0.61
to 1.00; participants = 1538; studies = 13, low-quality evidence). Two trials reported global state improvement. More participants in the
CBT groups showed clinically important improvement in global state (RR 0.57, 95% CI 0.39 to 0.84; participants = 82; studies = 2 , very low-
quality evidence). Five trials reported mental state improvement. No diJerences in mental state improvement were observed (RR 0.81,
95% CI 0.65 to 1.02; participants = 501; studies = 5, very low-quality evidence). In terms of safety, adding CBT to standard care may reduce
the risk of having an adverse event (RR 0.44, 95% CI 0.27 to 0.72; participants = 146; studies = 2, very low-quality evidence) but appears to
have no eJect on long-term social functioning (MD 0.56, 95% CI -2.64 to 3.76; participants = 295; studies = 2, very low-quality evidence, nor
on long-term quality of life (MD -3.60, 95% CI -11.32 to 4.12; participants = 71; study = 1, very low-quality evidence). It also has no eJect
on long-term satisfaction with treatment (measured as 'leaving the study early') (RR 0.93, 95% CI 0.77 to 1.12; participants = 1945; studies
= 19, moderate-quality evidence).

Authors' conclusions

Relative to standard care alone, adding CBT to standard care appears to have no eJect on long-term risk of relapse. A very small proportion
of the available evidence indicated CBT plus standard care may improve long term global state and may reduce the risk of adverse
events. Whether adding CBT to standard care leads to clinically important improvement in patients' long-term mental state, quality of
life, and social function remains unclear. Satisfaction with care (measured as number of people leaving the study early) was no higher for
participants receiving CBT compared to participants receiving standard care. It should be noted that although much research has been
carried out in this area, the quality of evidence available is poor - mostly low or very low quality and we still cannot make firm conclusions
until more high quality data are available.

P L A I N   L A N G U A G E   S U M M A R Y

Is Cognitive behavioural therapy as e5ective as standard care for people with schizophrenia

Background

People with serious mental illnesses such as schizophrenia can experience severe disturbances in their thought processes, which may lead
to delusions (beliefs that are not based on reality) and hallucinations (seeing and hearing things that are not really there). The mainstay
(provides most support for the condition) treatment for schizophrenia is antipsychotic medication, but these medications are not always
successful on their own and additional treatments such as psychosocial therapies (including cognitive behavioural therapy (CBT)) are
recommended for people with schizophrenia. CBT aims to help people re-evaluate their views of their symptoms. This process is thought
to help reduce distress and change behaviours. It is oRen used to help people with illnesses such as anxiety and depression. However, CBT
is expensive and the evidence for its eJectiveness is not clear, particularly for people with schizophrenia.

Searches

The Information Specialist of Cochrane Schizophrenia searched the specialised register for trials that allocated people with schizophrenia
to receive either CBT or standard care (the care the participant would normally receive for their condition, in the area the trial was
conducted), up to March 2017. These searches found 1730 records. The review authors inspected and screened these records.

Main results

ARer screening search results we were able to include 60 trials with 5992 participants. These studies randomly allocated people with
schizophrenia to receive either CBT as an add-on treatment to their standard care or standard care alone. The quality of evidence for our
main outcomes of interest was mainly very low, or at best, low. Results showed that adding CBT to standard care did not appear to aJect
the long-term risk of relapse. Only two trials (82 participants) provided useful data for long-term global state; these data showed CBT could
be better for long-term improvement in global state than standard care alone. Adding CBT to standard care may reduce the risk of adverse
events but appears to have no advantage over standard care for improving long-term mental state. Whether adding CBT to standard care
improves patient quality of life or social function also remains unclear.

Conclusions

Currently, the evidence available is unclear and not robust enough to make firm conclusions about the eJectiveness of adding CBT to
standard care for people with schizophrenia compared to standard care alone.

Cognitive behavioural therapy plus standard care versus standard care for people with schizophrenia (Review)

Copyright © 2018 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.
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S U M M A R Y   O F   F I N D I N G S

 

Summary of findings for the main comparison.   COMPARISON 1: CBT+ STANDARD CARE compared to STANDARD CARE ALONE for people with
schizophrenia

COMPARISON 1: CBT+ STANDARD CARE compared to STANDARD CARE ALONE for people with schizophrenia

Patient or population: people with schizophrenia
Setting: inpatient and outpatient
Intervention: CBT+ standard care
Comparison: Standard care alone

Anticipated absolute effects* (95% CI)Outcomes

Risk with
STANDARD
CARE ALONE

Risk with COMPARISON
1: CBT+ STANDARD CARE

Relative effect
(95% CI)

№ of partici-
pants
(studies)

Certainty of
the evidence
(GRADE)

Comments

Study populationGlobal state: 1a. Relapse - long term

333 per 1,000 260 per 1,000
(203 to 333)

RR 0.78
(0.61 to 1.00)

1538
(13 RCTs)

⊕⊕⊝⊝

LOW 1 2
 

Study populationGlobal state: 2. Clinically important
change (no improvement) - long term

750 per 1,000 428 per 1,000
(293 to 630)

RR 0.57
(0.39 to 0.84)

82
(2 RCTs)

⊕⊝⊝⊝

VERY LOW 3 4
 

Study populationMental state: General - clinically impor-
tant change (no improvement) - long term

423 per 1,000 343 per 1,000
(275 to 431)

RR 0.81
(0.65 to 1.02)

501
(5 RCTs)

⊕⊝⊝⊝

VERY LOW 1 3 5
 

Study populationAdverse events: General: any adverse
event

432 per 1,000 190 per 1,000
(117 to 311)

RR 0.44
(0.27 to 0.72)

146
(2 RCTs)

⊕⊝⊝⊝

VERY LOW 3 4
 

Functioning: Social (average endpoint
score SOFAS, high = good) - long term

  MD 0.56 higher
(2.64 lower to 3.76 higher)

- 295
(2 RCTs)

⊕⊝⊝⊝

VERY LOW 3 4 6
The predefined
outcome: 'Func-
tioning: clinically
important change
in social function-
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ing' was not report-
ed.

Quality of life: General (average endpoint
score QLS, high = good) - long term *

  MD 3.6 lower
(11.32 lower to 4.12 high-
er)

- 71
(1 RCT)

⊕⊝⊝⊝

VERY LOW 3 4 6
* The predefined
outcome of impor-
tance: 'Quality of
life: clinically im-
portant change
was not reported.

Study populationSatisfaction with treatment: 1. Leaving
the study early - long term

184 per 1,000 171 per 1,000
(141 to 206)

RR 0.93
(0.77 to 1.12)

1945
(19 RCTs)

⊕⊕⊕⊝

MODERATE 7
 

*The risk in the intervention group (and its 95% confidence interval) is based on the assumed risk in the comparison group and the relative effect of the intervention (and
its 95% CI).
 
CI: Confidence interval; RR: Risk ratio; OR: Odds ratio;

GRADE Working Group grades of evidence
High certainty: We are very confident that the true effect lies close to that of the estimate of the effect
Moderate certainty: We are moderately confident in the effect estimate: The true effect is likely to be close to the estimate of the effect, but there is a possibility that it is
substantially different
Low certainty: Our confidence in the effect estimate is limited: The true effect may be substantially different from the estimate of the effect
Very low certainty: We have very little confidence in the effect estimate: The true effect is likely to be substantially different from the estimate of effect

1 Downgraded one level due to heterogeneity.
2 Downgraded one level due to imprecision: confidence interval of the eJect estimation includes both appreciable benefit and harm.
3 Downgraded one level due to study limitations: several bias domains were of high or unclear risk, including blinding of trialists and participants (high risk) and random sequence
generation and allocation concealment (unclear risk).
4 Downgraded two levels due to imprecision: very small sample size and very low number of events
5 Downgraded one level due to imprecision: low number of events.
6 Downgraded one level due to indirectness: average scale scores used to measure outcome, not clinically important change.
7 Downgraded one level due to indirectness: leaving the study early used to predict satisfaction with treatment.
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B A C K G R O U N D

Description of the condition

Schizophrenia is a serious mental illness aJecting one per cent
of the population, irrespective of culture, class, or race. It varies
in its severity and in range of symptoms. Every year, one person
per 10,000 falls ill with schizophrenia, making it about twice as
common as epilepsy (APA 1995). The first episode of schizophrenia
oRen occurs when a person is in their early twenties (WHO 1973)
and the course of the illness is variable. Many people experience
considerable disability and there is a substantial increase in
mortality (Drake 1986). Some people have diJiculties with their
thoughts, making illogical associations and developing false and
sometimes bizarre explanations for their feelings (delusions).
Hallucinations may occur, for example, hearing voices or seeing
visions. DiJiculties with concentration, attention, and motivation
may also lead to poor social and occupational functioning. The
range of emotional expression, capacity to think and behave
appropriately may be reduced, together with a reduced ability
to experience pleasure. It is customary to view the symptoms of
schizophrenia as falling into two broad categories: (i) 'positive'
symptoms, which are unusual by their presence (for example,
hearing voices); and (ii) 'negative' symptoms, which are unusual
by their absence (for example, restricted range and intensity of
emotional expression).

Description of the intervention

Medication is the mainstay of treatment for schizophrenia, but 5%
to 25% of people continue to experience symptoms in spite of
medication (Christison 1991; Davis 1977; Meltzer 1992) and may
experience side eJects that are unwanted and unpleasant.

1. Talking therapies are oRen used in addition to medication. In
cognitive behaviour therapy (CBT), links are made between
the person's feelings and patterns of thinking which underpin
their distress. The participant is encouraged to take an active
part by using the following techniques.People are encouraged
to establish links between their thoughts, feelings or actions
and their current or past symptoms, and/or functioning. It
should promote re-evaluation of people's perceptions, beliefs
or reasoning related to the target symptoms and include
at least one of the following: people monitoring their own
thoughts, feelings or behaviours with respect to their symptoms
or recurrence of symptoms promoting alternative ways of
coping with the target symptom reducing distress improving
functioning.Examining and disputing the evidence for and
against the problematic and/or distressing beliefs and reasons
for maintaining problematic behaviours.

2. Examining and disputing the evidence for and against
the problematic and/or distressing beliefs and reasons for
maintaining problematic behaviours.

3. Using reasoning abilities and personal experience to
develop rational, useful and personally acceptable alternative
explanations and interpretations (Alford 1994); and to test
these alternative explanations and abandon associated safety
behaviours in real-world situations. Tarrier 1993 has also
stressed the beneficial eJects of enhancing coping strategies
and general problem-solving skills.

We note that the above description of CBT is consistent with that
within the National Institute for Health and Care Excellence (NICE)

guidance for CBT-P (NICE 2014). NICE guidance proposes that CBT
should be delivered on a one-to-one basis over at least 16 planned
sessions (where typically each session lasts between 30 minutes to
60 minutes and occurs weekly or fortnightly) and follow a treatment
manual.

During the evolution of CBT for schizophrenia, a variety
of interventions have been labelled as CBT. We note that
not all of these interventions specifically target beliefs (e.g.
psychoeducation, relapse prevention, symptom-focused coping
strategies, etc.), and it is diJicult to provide a single, unambiguous
definition of the interventions which can be included under
the rubric of CBT. Many of the trials of CBT for psychosis
have incorporated additional active therapeutic elements (e.g.
psychoeducation and relapse prevention, etc.) that would be
considered adjunctive to techniques which are specifically targeted
at eliciting beliefs and behavioural changes (e.g. guided discovery
or behavioural experiments). In recognition, the review authors
have constructed criteria that are felt to be workable and to capture
the elements of good practice in CBT. These criteria are described
below.

How the intervention might work

CBT aims to re-mediate distressing emotional experiences or
dysfunctional behaviour by changing the way in which the
individual interprets and evaluates the experience or cognates
on its consequence and meaning. CBT encourages the person to
identify and challenge biased interpretations of experiences that
may be maintaining symptoms.

Why it is important to do this review

Despite national treatment guidelines recommending CBT as an
adjunct therapy for serious mental illness (NICE 2014), CBT is still
not as widely available for people with schizophrenia as it is for
people with other disorders (for example, depression and panic
disorder).

The first case report of CBT for delusional beliefs in 1952, reported
by Beck 2005, did not lead to widespread development of CBT
for schizophrenia or its symptoms. Psychological interventions
have become more widely accepted over the past two decades
and are now seen as part of a comprehensive set of routine
interventions in the treatment and management of schizophrenia
(NICE 2014). However, the availability of CBT and other evidence-
based therapies in the NHS is extremely limited. The 2012 National
Audit reveals that 34% had not been oJered psychological therapy,
with 20% waiting over a year (Royal College of Psychiatrists 2012).
The delivery of CBT to people with schizophrenia also depends
upon having a commitment from health service managers to
support and facilitate training and supervision (Turkington 2004).

Since the publication of the original Cochrane Review entitled
Cognitive behavioural therapy for schizophrenia (Jones 2004),
there has been a substantial increase in the number of published
and relevant randomised controlled trials (RCTs), and a refinement
in the definition and working models of CBT. In addition, there has
also been a diversification of research, with trials not only assessing
overall eJectiveness of CBT but investigating more specific aspects
of CBT. It was necessary to update and split the original review
on CBT to create a family of CBT reviews (Jones 2009a and Jones
2018) to incorporate and address these new more diverse data.

Cognitive behavioural therapy plus standard care versus standard care for people with schizophrenia (Review)
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This particular review provides information about CBT's relative
eJectiveness compared with standard care.

O B J E C T I V E S

To assess the eJects of adding cognitive behavioural therapy to
standard care compared with standard care alone for people with
schizophrenia.

M E T H O D S

Criteria for considering studies for this review

Types of studies

We included all relevant randomised controlled trials. We excluded
quasi-randomised trials, such as those where allocation was
undertaken on surname. If a trial had been described as double-
blind, but it was implied it had been randomised, we would
have included these trials in a Sensitivity analysis. We would
have included randomised cross-over trials but only used data
up to the point of first cross-over because of the instability of
the problem behaviours and the likely carry-over eJects of all
treatments (Elbourne 2002).

As CBT requires the person to actively engage and participate in the
therapy, it may not be possible to blind the participant to treatment
condition (that is, it may not be possible to provide a placebo
control condition to reduce the eJects of anticipated outcome on
behalf of the participant). However, it is both possible and desirable
to blind the researcher to condition (that is, the person collecting
outcome data is unaware of the allocation of the individual
participant). Accordingly, single-blind trials were considered of
appropriate methodological quality for the assessment of this type
of intervention.

We compared the outcomes of trials that described a single-blind
procedure with trials that did not describe any blinding procedure
in a Sensitivity analysis. If there was no substantive diJerence
within primary outcomes (see Types of outcome measures) when
these non-blinded studies were added, then we included them in
the final analysis. If there was a substantive diJerence, we used
only single-blinded randomised trials. The results of the sensitivity
analysis are also described in the text.

Types of participants

Participants were people with a current diagnosis of schizophrenia
or closely related illness such as schizoaJective disorder, diagnosed
by any criteria, irrespective of gender or race.

We did not include trials where participants had a very late onset of
illness (onset aRer the age of 60 years) or those where the majority
of participants had disorders such as bipolar aJective disorder,
substance-induced psychosis. If studies randomised people with a
range of diagnoses, we only included trials where more than 50% of
the participants had a diagnosis of schizophrenia or similar illness.

This review did not include trials that reported outcomes from
participants deemed to be 'at-risk' of developing schizophrenia in
the future.

We are interested in making sure that information is as relevant
as possible to the current care of people with schizophrenia, so
aimed to highlight the current clinical state clearly (acute, early

post-acute, partial remission, remission), as well as the stage
(prodromal, first episode, early illness, persistent), and whether the
studies primarily focused on people with particular problems (for
example, negative symptoms, treatment-resistant illnesses).

Types of interventions

1. Cognitive behavioural therapy (CBT)

The label cognitive behavioural therapy has been applied to a
variety of interventions and it is diJicult to provide a single,
unambiguous definition. Recognising this, the review authors
constructed criteria that were felt to be both workable and to
capture the elements of good practice in CBT.

In order to be classified as 'well-defined', the intervention must
clearly demonstrate the following components:

• a discrete psychological intervention, which is in addition
to, and separate from, other therapeutic interventions (for
example, behavioural family therapy); and

• recipients establish links between their symptoms, thoughts,
and beliefs, and consequent distress or problem behaviour; and

• the re-evaluation of their perceptions, beliefs, or reasoning
relating to the target symptoms; this may include the re-
evaluation of situation specific 'inferential' beliefs or more
global 'evaluative' beliefs.

All therapies that did not meet these criteria (or that provided
insuJicient information) but were labelled as 'CBT' or 'Cognitive
Therapy' were included as 'less-well-defined CBT'. We conducted
a sensitivity analysis on the primary outcomes of this review (see
Types of outcome measures) in order to investigate whether a 'well-
defined' implementation of this therapy presented with diJerential
outcomes.

In addition, for primary outcomes, we undertook sensitivity
analyses between studies that employed experienced CBT
therapists compared with relatively inexperienced CBT therapists.
Experienced CBT therapists were defined as:

• persons possessing appropriate professional qualifications for
the provision of CBT (e.g. British Association of Behavioural
and Cognitive Psychotherapy (BABCP) accreditation, Diploma in
CBT, or other professionally accredited qualifications involving
CBT as major part of training (e.g. Clinical or Counselling
Psychologist)); or

• persons where their qualifications were unclear but they
appeared to have received training in CBT or specific training
for the trial and there was clear evidence of the use a thorough
adherence protocol.

2. Standard care

We defined this as the care a person with schizophrenia would
normally receive had they not been involved in the trial. This could,
in some areas, just involve treatment with antipsychotics, but
normally included a biological, psychological, and social approach
to care, including antipsychotic medication, and utilisation of
services including hospital stay, day hospital attendance, and
community psychiatric nursing involvement.

Cognitive behavioural therapy plus standard care versus standard care for people with schizophrenia (Review)

Copyright © 2018 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.

6



Cochrane
Library

Trusted evidence.
Informed decisions.
Better health.

 
 

Cochrane Database of Systematic Reviews

Types of outcome measures

Outcomes could be categorised as being short-, medium- or long-
term. A short-term outcome was defined as occurring within the
period typically associated with active treatment. The National
Institute for Health and Care Excellence (NICE) asserts that "for it
to make a diJerence, [the patient] should have CBT treatment for
more than 16 planned sessions" (NICE 2014). Accordingly, in this
review, we have grouped outcomes into those measured in the
short term (within 24 weeks of the onset of therapy), medium term
(within 24 to 52 weeks of the onset of therapy) and long term (over
52 weeks since the onset of therapy).

We aimed to report binary outcomes recording clear and clinically
meaningful degrees of change (e.g. global impression of much
improved, or more than 50% improvement on a rating scale - as
defined within the trials) before any others. ThereaRer, we listed
other binary outcomes and then those that were continuous.

* see DiJerences between protocol and review.

Primary outcomes

1. Global state

1.1 Relapse
1.2 Clinically important change - as defined by the individual
studies (for example, global impression much improved, or less
than 50% reduction on a specified rating scale) - short-, medium-
and long-term.

2. Mental state

2.1 Clinically important change - as defined by the individual
studies (for example, mental state much improved, or less than 50%
reduction on a specified rating scale) - short-, medium- and long-
term.

Secondary outcomes

1. Global state

1.1 Hospitalisation
1.2 Healthy days
1.3 Average endpoint/change score global state scale

2. Mental state

2.2 Any change in general mental state
2.3 Average endpoint general mental state score
2.4 Average change in general mental state scores
2.5 Clinically important change in specific symptoms
2.6 Any change in specific symptoms
2.7 Average endpoint specific symptom score
2.8 Average change in specific symptom scores

3. Adverse e5ects

3.1 Any adverse eJect/event(s)
3.2 Average endpoint general adverse eJect score
3.3 Average change in general adverse eJect scores
3.4 Clinically important specific adverse eJect - as defined by
individual studies
3.5 Any specific adverse eJects
3.6 Average endpoint specific adverse eJects
3.7 Average change in specific adverse eJects

4. Functioning

4.1 Average endpoint general functioning score
4.2 Average change in general functioning scores
4.3 Clinically important change in specific aspects of functioning,
such as social or life skills
4.4 Any change in specific aspects of functioning, such as social or
life skills
4.5 Average endpoint specific aspects of functioning, such as social
or life skills
4.6 Average change in specific aspects of functioning, such as social
or life skills

5. Quality of life

5.1 Clinically important change in quality of life - as defined by
individual studies
5.2 Any change in quality of life
5.3 Average endpoint quality of life score
5.4 Average change in quality of life scores
5.5 Clinically important change in specific aspects of quality of life
- as defined by individual studies
5.6 Any change in specific aspects of quality of life
5.7 Average endpoint specific aspects of quality of life
5.8 Average change in specific aspects of quality of life

6. Satisfaction with treatment

6.1 Leaving the study early: specific reason
6.2 Recipient of care satisfied with treatment
6.3 Recipient of care average satisfaction score
6.4 Recipient of care average change in satisfaction scores
6.6 Carer satisfied with treatment
6.7 Carer average satisfaction score
6.8 Carer average change in satisfaction scores

7. Engagement with services

7.1 Clinically important engagement - as defined by individual
studies
7.2 Any engagement
7.3 Average endpoint engagement score
7.4 Average change in engagement scores
7.5 Compliance with medication/treatment

8. Economic

8.1 Direct costs
8.2 Indirect costs

'Summary of findings' tables

We used the GRADE approach to interpret findings (Schünemann
2011); and used GRADEpro GDT to export data from our review
to create a 'Summary of findings' table. These tables provide
outcome-specific information concerning the overall certainty
of evidence from each included study in the comparison, the
magnitude of eJect of the interventions examined, and the sum
of available data on all outcomes we rated as important to
patient care and decision making. We selected the following main
outcomes for inclusion in the 'Summary of findings' table.

1. Global state: relapse

2. Global state: clinically important change

3. Mental state: general - clinically important change - as defined
by individual studies

Cognitive behavioural therapy plus standard care versus standard care for people with schizophrenia (Review)
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4. Adverse eJect: clinically important adverse event - as defined by
individual studies

5. Functioning: clinically important change in social functioning

6. Quality of life: clinically important change

7. Satisfaction with treatment - leaving the study early for any
reason

If data were not available for these prespecified outcomes but
were available for ones that were similar, we presented the closest
outcome to the prespecified one in the table but took this into
account when grading the finding.

Search methods for identification of studies

Electronic searches

Cochrane Schizophrenia Group's Study-Based Register of Trials

On 6 March 2017, the information specialist searched the register
using the following search strategy:

*Cognit* in Intervention Field of STUDY

In such a study-based register, searching the major concept
retrieves all the synonyms and relevant studies because all the
studies have already been organised based on their interventions
and linked to the relevant topics (Shokraneh 2017; Shokraneh
2018).

This register is compiled by systematic searches of major resources
(AMED, BIOSIS, CENTRAL, CINAHL, ClinicalTrials.Gov, Embase,
MEDLINE, PsycINFO, PubMed, WHO ICTRP) and their monthly
updates, ProQuest Dissertations and Theses A&I and its quarterly
update, Chinese databases (CBM, CNKI, and Wanfang) and their
annual updates, handsearches, grey literature, and conference
proceedings (see Group's website). There is no language, date,
document type, or publication status limitations for inclusion of
records into the register.

For previous search strategy see Appendix 1.

Searching other resources

1. Reference searching

We inspected references of all included studies for further relevant
studies.

2. Personal contact

We did not contact the first author of each included study for
information regarding unpublished trials.

Data collection and analysis

The methods employed below have been updated to reflect
changes to Cochrane methods since publication of the protocol in
2009.

Selection of studies

Review authors (SZ and CS) independently inspected citations
from the searches and identified relevant abstracts. A random 20%
sample was independently re-inspected by JX and CJ to ensure
reliability. Where disputes arose, we acquired the full report for
more detailed scrutiny. SZ and CS inspected the full reports of
the abstracts meeting the review criteria. JX and CJ inspected a

random 20% of full reports in order to ensure reliable selection. We
resolved disagreement by discussion and did not need to contact
the authors of original studies for clarification on selection.

Data extraction and management

1. Extraction

Review authors (SZ and CS) extracted data from all included
studies. In addition, to ensure reliability, JX independently
extracted data from a random sample of these studies, comprising
10% of the total. We resolved any disagreement by discussion, and
documented decisions. We intended, where necessary, to contact
authors of original studies for more data. We we would have
presented data presented only in graphs and figures only if SZ and
CS independently extracted the same result. Where multicentre
studies reported outcomes separately for each component centre,
we would have extracted data relevant to each component centre
and would have reported these separately. Review author JC
helped with data extraction for Chinese trials.

2. Management

2.1 Forms

We extracted data onto standard, simple forms.

2.2 Scale-derived data

We included continuous data from rating scales only if:

1. the psychometric properties of the measuring instrument had
been described in a peer-reviewed journal (Marshall 2000);

2. the measuring instrument had not been written or modified by
one of the trialists for that particular trial; and

3. the instrument was a global assessment of an area of
functioning and not subscores which are not, in themselves,
validated or shown to be reliable.

It should be noted that some subscale scores were included
in this review (for instance, we did include subscores from
mental state scales measuring specific mental state symptoms of
schizophrenia), however, in all cases the subscale scores were well-
validated and were in common use within the empirical literature.

Ideally, the measuring instrument would either be i. a self-report, or
ii. completed by an independent rater or relative (not the therapist).
We realised that this is not oRen reported clearly; in Description of
studies, where possible, we noted if this was the case or not.

2.3 Endpoint versus change data

There are advantages of both endpoint and change data: change
data can remove a component of between-person variability
from the analysis; however, calculation of change needs two
assessments (baseline and endpoint) that can be diJicult to
obtain in unstable and diJicult-to-measure conditions such as
schizophrenia. We preferred to use endpoint data throughout.

2.4 Skewed data

Continuous data on clinical and social outcomes are oRen not
normally distributed. To avoid the pitfall of applying parametric
tests to non-parametric data, we applied the following standards to
relevant continuous endpoint data before inclusion.

Cognitive behavioural therapy plus standard care versus standard care for people with schizophrenia (Review)
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For endpoint data from studies including fewer than 200
participants:

a) when a scale started from the finite number zero, we subtracted
the lowest possible value from the mean, and divided this by
the standard deviation (SD). If this value was lower than one, it
strongly suggests that the data are skewed and we excluded these
data. If this ratio was higher than one but less than two, there
is a suggestion that the data are skewed: we entered these data
and tested whether their inclusion or exclusion would change the
results substantially. If the data changed results, we presented
them as 'other' data. Finally, if the ratio was larger than two,
we included these data, because it is less likely they are skewed
(Altman 1996; Higgins 2011a).

b) if a scale started from a positive value (such as the Positive and
Negative Syndrome Scale (PANSS), which can have values from 30
to 210 (Kay 1986)), we modified the calculation described above
to take the scale starting point into account. In these cases, it was
considered that skewed data were present if 2 SD > (S − S min),
where S was the mean score and 'S min' was the minimum score.

Please note: we entered all relevant data from studies of more
than 200 participants in the analysis irrespective of the above rules,
because skewed data posed less of a problem in large studies.

2.5 Common measure

To facilitate comparison between trials, where possible, we
converted variables that were reported in diJerent metrics, such as
days in hospital (mean days per year, per week or per month) to a
common metric (e.g. mean days per month).

2.6 Conversion of continuous to binary

Where possible, we converted continuous outcome measures to
dichotomous data. This could be done by identifying cut-oJ points
on rating scales and dividing participants accordingly into 'clinically
improved' or 'not clinically improved'. It is generally assumed
that if there had been a 50% reduction in a scale-derived score
such as the Brief Psychiatric Rating Scale (BPRS, Overall 1962)
or the PANSS (Kay 1987), this can be considered as a clinically
significant response (Leucht 2005; Leucht 2005a). If data based on
these thresholds were not available, we used the primary cut-oJ
presented by the original authors.

2.7 Direction of graphs

We aimed to enter data in such a way that the area to the leR of the
line of no eJect indicated a favourable outcome for CBT.

Assessment of risk of bias in included studies

Again, review authors (SZ and CS) assessed risk of bias using the
tool described in the Cochrane Handbook for Systematic Reviews of
Interventions (Higgins 2011b). This tool encourages consideration
of how the randomisation sequence was generated, how allocation
was concealed, the integrity of blinding at outcome measurement,
the completeness of outcome data, selective reporting, and other
biases. We excluded studies where sequence generation was at a
high risk of bias or where allocation was clearly not concealed. If
disputes arose as to the correct category for a trial, this was resolved
through discussion and, if necessary, adjudication by the other
review authors (AM and CI). If this was not possible because further
information was necessary, we intended not to enter the data but

to allocate the trial to the list of those awaiting assessment. Review
authors were not blinded to the names of the authors, institutions,
journal of publication, or results of the trials.

Measures of treatment e5ect

We adopted P = 0.05 as the conventional level of a clear diJerence
(statistically significant) but we were especially cautious where
results were only slightly below this, and, in these situations, we
reported 95% confidence intervals (CI) in preference to P values.

1. Binary data

For binary outcomes, we calculated a standard estimation of the
risk ratio (RR) and its 95% confidence interval (CI) as it has been
shown that RR is more intuitive than odds ratios (Boissel 1999) and
that odds ratios tend to be interpreted as RR by clinicians (Deeks
2000). Although the number needed to treat for an additional
beneficial outcome (NNTB) and the number needed to treat for an
additional harmful outcome (NNTH), with their CIs, are intuitively
attractive to clinicians, they are problematic to calculate and
interpret in meta-analyses (Hutton 2009). For binary data presented
in the 'Summary of findings' table(s), where possible, we calculated
illustrative comparative risks.

2. Continuous data

For continuous outcomes, we estimated mean diJerences (MD)
and the 95% confidence interval between groups. We preferred
not to calculate standardised eJect size measures (SMD). However
if scales that were very similar had been used, we would have
presumed there was a small diJerence in measurement, and we
would have calculated the eJect size and transformed the eJect
back to the units of one or more of the specific instruments.

Unit of analysis issues

Studies increasingly employ 'cluster randomisation' (such as
randomisation by clinician or practice) but analysis and pooling of
clustered data poses problems. Firstly, authors oRen fail to account
for intra-class correlation in clustered studies, leading to a 'unit of
analysis' error (Divine 1992) whereby P values are spuriously low,
CIs unduly narrow, and statistical significance overestimated. This
causes type I errors (Bland 1997; Gulliford 1999).

Where clustering was not accounted for in primary studies, we had
planned to present data in a table, with a (*) symbol to indicate
the presence of a probable unit of analysis error. In subsequent
versions of this review, if such data are reported, we will seek to
contact first authors of studies to obtain intra-class correlation
coeJicients for their clustered data and to adjust for this by using
accepted methods (Gulliford 1999). Where clustering has been
incorporated into the analysis of primary studies, we will present
these data as if from a non-cluster randomised study, but adjust for
the clustering eJect.

We have sought statistical advice and been advised that the binary
data presented in a report should be divided by a 'design eJect'.
This is calculated using the mean number of participants per cluster
(m) and the intra-class correlation coeJicient (ICC) [Design eJect =
1 + (m - 1) * ICC] (Donner 2002). If the ICC was not reported, it was
assumed to be 0.1 (Ukoumunne 1999).

If cluster studies had been appropriately analysed taking into
account ICCs and relevant data documented in the report, synthesis
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with other studies would have been possible using the generic
inverse variance technique.

2. Cross-over trials

A major concern of cross-over trials is the carry-over eJect. It occurs
if an eJect (e.g. pharmacological, physiological, or psychological)
of the treatment in the first phase is carried over to the second
phase. As a consequence, on entry to the second phase, the
participants can diJer systematically from their initial state despite
a wash-out phase. For the same reason, cross-over trials are not
appropriate if the condition of interest is unstable (Elbourne 2002).
As both eJects are very likely in severe mental illness, we planned
to use data from only the first phase of the study.

3. Trials with multiple treatment groups

Where a study involved more than two treatment arms, if relevant,
we presented the additional treatment arms in comparisons. If data
were binary we simply added and combined within the two-by-
two table. If data were continuous, we combined data following
the formula in the Cochrane Handbook for Systemic reviews of
Interventions Higgins 2011a. Where the additional treatment arms
were not relevant, we did not use these data.

Dealing with missing data

1. Overall loss of credibility

At some degree of loss to follow-up, the findings of a trial must lose
credibility (Xia 2009). We were forced to make a judgment where the
level of loss to follow-up was too great for short-term trials to be
included in this review. If more than 40% of data were unaccounted
for at eight weeks, we did not use these data within the analyses.

2. Binary

If attrition for a binary outcome was between 0% and 40% and if the
outcomes of these participants were described, we included these
data as reported. Where these data were not clearly described for
the primary outcome, we assumed the worst for each person who
was lost to follow-up, and for adverse eJects, we assumed rates
similar to those among participants who did continue to have their
data recorded.

3. Continuous

3.1 Attrition

We have reported data where attrition for a continuous outcome
was between 0% and 40% and completer-only data were reported
in the study.

3.2 Missing standard deviations

We first tried to obtain the missing values from the authors. If
not available, where there were missing measures of variance
for continuous data but an exact standard error (SE) and CI
were available for group means, and either 'P' value or 't' value
were available for diJerences in the mean, we noted these,
and calculated them according to the rules described in the
Cochrane Handbook for Systematic Reviews of Interventions (Higgins
2011a). When only the SE is reported, standard deviations (SDs)
can be calculated by the formula SD = SE * square root (n).
Chapters 7.7.3 and 16.1.3 of the Cochrane Handbook for Systematic
Reviews of Interventions (Higgins 2011a) present detailed formula
for estimating SDs from P values, t or F values, CIs, ranges, or

other statistics. If these formula do not apply, in the future we
will calculate SDs according to a validated imputation method
which is based on the SDs of the other included studies (Furukawa
2006). Some of these imputation strategies can introduce error. The
alternative would be to exclude a given study’s outcome and thus
to lose information. We will examine the validity of the imputations
in a sensitivity analysis excluding imputed values.

3.3 Assumptions about participants who leJ the trials early or were
lost to follow-up

Various methods are available to account for participants who
leR the trials early or were lost to follow-up. Some trials just
present the results of study completers; others use the method
of last-observation-carried-forward (LOCF); while more recently,
methods such as multiple imputation or mixed-eJects models for
repeated measurements (MMRM) have become more of a standard.
While the latter methods seem to be somewhat better than LOCF
(Leon 2006), we feel that the high percentage of participants
leaving the studies early and diJerences between groups in their
reasons for doing so is oRen the core problem in randomised
schizophrenia trials. Therefore, we did not exclude studies based
on the statistical approach used. However, by preference we used
the more sophisticated approaches, i.e. we preferred to use MMRM
or multiple-imputation to LOCF, and we only presented completer
analyses if some kind of ITT data were not available at all. Moreover,
we addressed this issue in the item 'Incomplete outcome data' of
the 'Risk of bias' tool.

Assessment of heterogeneity

1. Clinical heterogeneity

We considered all included studies initially, without seeing
comparison data, to judge clinical heterogeneity. We simply
inspected all studies for clearly outlying people or situations
which we had not predicted would arise. When such situations or
participant groups arose, we fully discussed these.

2. Methodological heterogeneity

We considered all included studies initially, without seeing
comparison data, to judge methodological heterogeneity. We
simply inspected all studies for clearly outlying methods which we
had not predicted would arise. When such methodological outliers
arose, we fully discussed these.

3. Statistical heterogeneity

3.1 Visual inspection

We visually inspected graphs to investigate the possibility of
statistical heterogeneity.

3.2 Employing the I2 statistic

Heterogeneity between studies was investigated by considering

the I2 method alongside the Chi2 'P' value. The I2 provides an
estimate of the percentage of inconsistency thought to be due
to chance (Higgins 2003). The importance of the observed value

of I2 depends on i. magnitude and direction of eJects, and ii.

strength of evidence for heterogeneity (e.g. 'P' value from Chi2

test, or a CI for I2). We interpreted an I2 estimate greater than

or equal to 75% accompanied by a statistically significant Chi2

statistic as evidence of substantial levels of heterogeneity (Deeks
2011). When substantial levels of heterogeneity were found in
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the primary outcome, we explored reasons for heterogeneity
(Subgroup analysis and investigation of heterogeneity).

Assessment of reporting biases

Reporting biases arise when the dissemination of research findings
is influenced by the nature and direction of results (Egger 1997).
These are described in section 10.1 of the Cochrane Handbook for
Systemic reviews of Interventions (Sterne 2011).

1. Protocol versus full study

We attempted to locate protocols of included randomised trials. If
the protocol was available, we compared outcomes in the protocol
and in the published report. If the protocol was not available, we
compared outcomes listed in the methods section of the trial report
with actual reported results.

2. Funnel plot

We are aware that funnel plots may be useful in investigating
reporting biases but are of limited power to detect small-study
eJects. We did not use funnel plots for outcomes where there were
ten or fewer studies, or where all studies were of similar size. In
other cases, where funnel plots were possible, we sought statistical
advice in their interpretation.

Data synthesis

We understand that there is no closed argument for preference
for use of fixed or random-eJects models. The random-eJects
method incorporates an assumption that the diJerent studies are
estimating diJerent, yet related, intervention eJects. This oRen
seems to be true to us and the random-eJects model takes into
account diJerences between studies even if there is no statistically
significant heterogeneity. There is, however, a disadvantage to the
random-eJects model. It puts added weight onto small studies
which oRen are the most biased ones. Depending on the direction
of eJect these studies can either inflate or deflate the eJect
size. We used a fixed-eJect model for analyses, except if there
was a statistically significant heterogeneity where the source of
heterogeneity could not be identified.

Subgroup analysis and investigation of heterogeneity

1. Subgroup analyses

We anticipated subgroup analyses to test the hypothesis that CBT
may be highlighted to have diJerent eJects when compared with:

1.1 Standard care including antipsychotics as opposed to standard
care not including antipsychotics

We aimed to undertake the analysis for only the primary outcomes
of this review or the nearest we could find to them (see Types of
outcome measures), and, if data were available, we would have
discussed the findings.

Sensitivity analysis

If there were substantial diJerences in the direction or precision
of eJect estimates in any of the sensitivity analyses listed below,
we would not have added data from the lower-quality studies to
the results of the higher-quality trials, but would have presented
these data within a subcategory. If their inclusion did not result in
a substantive diJerence, they remained in the analyses.

1. Implication of randomisation

We planned to include trials in a sensitivity analysis if they
were described in some way as to imply randomisation. For the
primary outcomes, if there was no substantive diJerence when
the implied randomised studies were added to those studies with
better description of randomisation, we would have included these
studies.

2. Blinding

We compared the outcomes of trials that described a single-blind
procedure with trials that did not describe any blinding procedure.
If there was no substantive diJerence within primary outcomes
(see Types of outcome measures) when these non-blinded studies
were added, then we included them in the final analysis. If there
was a substantive diJerence, we only used only single-blinded
randomised trials.

3. Well-defined CBT versus less-well-defined CBT

For the primary outcomes, we compared findings for trials meeting
our criteria for 'well-defined' CBT as opposed to those studies
that labelled the therapy as CBT but either did not contain the
'inferential' and 'evaluative' component or who did not provide
enough information for this discrimination to be made (see Types
of interventions).

4. Therapist experience

For the primary outcomes, we compared findings for trials meeting
the criteria for experienced CBT therapists compared with trials
using relatively inexperienced CBT therapists or who did not
provide enough information for this discrimination to be made (see
Types of interventions).

5. Assumptions for lost binary data

Where assumptions had to be made regarding people lost to follow-
up (see Dealing with missing data), we compared the findings of
the primary outcomes when we used our assumption and where
we made the comparison with completer data only. If there was
a substantial diJerence, we reported these results and discussed
them, but continued to employ our assumption.

6. Risk of bias

For the primary outcomes, we analysed the eJects of excluding
trials that had a high risk of bias across one or more of the domains
(see Assessment of risk of bias in included studies).

7. Imputed values

We undertook a sensitivity analysis to assess the eJects of including
data from trials where we used imputed values for ICC in calculating
the design eJect in cluster-randomised trials.

8. Fixed- and random-e5ects

For the primary outcomes, we synthesised data using a random-
eJects model to evaluate whether this altered the significance of
the results.

Cognitive behavioural therapy plus standard care versus standard care for people with schizophrenia (Review)
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R E S U L T S

Description of studies

Results of the search

The electronic search yielded 1730 citations and, additionally, we
identified 72 references through cross-reference check of relevant
papers. ARer duplicates were removed, 1802 unique records
remained for screening. We excluded 1571 references through
inspection of titles and abstracts, and obtained full texts for the
remaining 231 articles to further assess eligibility. We excluded

103 trials with 116 references; the reasons for exclusion are
described in Excluded studies. Eight studies with nine references
are in the Studies awaiting classification list as we had no access
to the full-text article (Chen 2015c; Fohlmann 2010; Hardy 2015;
Hassan 2014; Moun 2015; Nagui 2016; Tang 2015; Tecic 2012).
FiReen trials with 15 references meeting our inclusion criteria are
ongoing trials (Edwards 2008; ISRCTN06022197; ISRCTN12668007;
ISRCTN33695128; ISRCTN61621571; NCT00484302; NCT00495911;
NCT02134418; NCT02380885; NCT02408198; NCT02427542;
NCT02653729; NCT02787122; NCT02787135; Waller 2014). In all,
60 trials with 91 references were included in this review. Figure 1
presents the study screening flow diagram.

 

Figure 1.   Study flow diagram for 2017 search
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Included studies

We included a total of 60 trials with 5992 participants.

1. Size

The sample size of included trials ranged from 30 participants to
422 participants, and the treatment duration ranged from 28 days
(He 2012) to two years (Cao 2014; Grawe 2006).

2. Duration

• In 27 trials, the treatment duration was no longer than 12
weeks (Chen 2014; Edwards 2011; Freeman 2014; Freeman 2015;
Gumley 2003; Guo 2015; Habib 2015; He 2012; Hu 2014; Jia 2005;
Jiao 2014; Lewis 2002; Li 2013a; Pan 2012; Qin 2014a; Qiu 2014b;
Sun 2014; Tarrier 1999; Tarrier 2014; Wang 2005; Wang 2008; Yao
2015; Zhang 2014; Zhang 2015; Zhao 2013; Zhao 2014; Zou 2013).

• In 19 trials, the treatment duration ranged from 13 weeks to 26
weeks (Birchwood 2014; Chen 2015; England 2007; Granholm
2005; Hu 2013; Jackson 2009; Li 2014; Li 2015; Liu 2012; Lu 2014;
Ma 2016; Naeem 2015; Naeem 2016; Rector 2003; Startup 2004;
Trower 2004; Tuikington 2002; Wang 2012; Wang 2015).

• In 13 trials, the treatment duration was longer than 26 weeks
(Barrowclough 2010; Barrowclough 2014; Cao 2014; Durham
2003; Farhall 2009; Fowler 2009; Garety 2008; Gleeson 2009;
Grawe 2006; Kuipers 1997; Li 2015a; Qian 2012; Velligan 2014).

• The remaining trial did not report the treatment duration
(Barrowclough 2001).

3. Setting

Participants were recruited from inpatient, outpatient, or
community settings.

• Thirty-one trials with 2812 participants were conducted in China
(Cao 2014; Chen 2014; Chen 2015; Guo 2015; He 2012; Hu 2013;
Hu 2014; Jia 2005; Jiao 2014; Li 2013a; Li 2014; Li 2015; Li 2015a;
Liu 2012; Lu 2014; Ma 2016; Pan 2012; Qian 2012; Qin 2014a; Qiu
2014b; Sun 2014; Wang 2005; Wang 2012; Wang 2015; Wang 2008;
Yao 2015; Zhang 2014; Zhang 2015; Zhao 2013; Zhao 2014; Zou
2013).

• Eighteen trials with 2440 participants were conducted in
the United Kingdom (Barrowclough 2001; Barrowclough 2010;
Barrowclough 2014; Birchwood 2014; Durham 2003; Fowler
2009; Freeman 2014; Freeman 2015; Garety 2008; Gumley 2003;
Jackson 2009; Kuipers 1997; Lewis 2002; Startup 2004; Tarrier
1999; Tarrier 2014; Trower 2004; Tuikington 2002;).

• Of the remaining 11 trials, three were conducted in Australia (n =
223) (Edwards 2011; Farhall 2009; Gleeson 2009), two in America
(n = 161) (Granholm 2005; Velligan 2014); three in Canada (n =
148) (England 2007; Naeem 2016; Rector 2003), one in Norway
(n = 50; Grawe 2006) and two in Parkistan (n = 158) (Habib 2015;
Naeem 2015).

4. Participants

4.1 Diagnosis

• Forty-five trials with 4119 participants were diagnosed
with schizophrenia, schizoaJective disorder, schizophreniform
disorder, or paranoid schizophrenia (DSM-IV, CCMD-3 or ICD-10)
(Barrowclough 2001; Cao 2014; Chen 2014; Chen 2015; England
2007; Granholm 2005; Grawe 2006; Gumley 2003; Guo 2015;
Habib 2015; He 2012; Hu 2013; Hu 2014; Jia 2005; Jiao 2014;

Kuipers 1997; Li 2013a; Li 2014; Li 2015; Li 2015a; Liu 2012; Lu
2014; Ma 2016; Naeem 2015; Naeem 2016; Pan 2012; Qian 2012;
Qin 2014a; Qiu 2014b; Rector 2003; Startup 2004; Sun 2014;
Trower 2004; Tuikington 2002; Velligan 2014; Wang 2005; Wang
2008; Wang 2012; Wang 2015; Yao 2015; Zhang 2014; Zhang 2015;
Zhao 2013; Zhao 2014; Zou 2013). Participants were reported to
have comorbid symptoms, such as depression (Chen 2014; Pan
2012) or hallucination (Chen 2015; Trower 2004).

• The other fiReen trials with 1873 participants were diagnosed
with schizophrenia and other psychosis such as delusional
disorders, mood disorders, bipolar disorder, major depressive
disorder, substance-induced psychotic disorder, and others;
however, only a small proportion of people within in each study
was diagnosed with other psychotic disorders (less than 50%).

• Most trials excluded participants with comorbid substance
abuse or dependency; however, four trials did include
such participants (Barrowclough 2001; Barrowclough 2010;
Barrowclough 2014; Gleeson 2009).

• No included studies clearly described the severity of illness.

• Only nine studies (n = 801) reported participants with first
episode schizophrenia (Barrowclough 2014; Cao 2014; Edwards
2011; Fowler 2009; He 2012; Jackson 2009; Jiao 2014; Sun
2014; Zhang 2015). Forty out of 60 included studies reported
the average length of illness, which ranged from more than
one month (Sun 2014) to 30.1 years (Granholm 2005); the
other studies did not report this information. Most of the trials
excluded people with comorbid substance misuse, evidence of
organic brain disorder, learning disability, or marked thought
disorder and/or conceptual disorganisation.

4.1 Age and gender

The age of all included participants ranged from 16 years to 78
years old. The included participants involved 3228 males and
2023 females. It should be noted that these numbers are a good
representation of the proportional sex distribution, but they are not
exact, as six trials did not report the accurate number or distribution
by sex (Barrowclough 2010; England 2007; Grawe 2006; Qian 2012;
Wang 2008; Zhang 2014).

5. Interventions

Details of the cognitive behavioural therapy arms of each included
trial can be seen in Characteristics of included studies. In addition,
Table 1 gives further details.

5.1 Cognitive behavioural therapy

In 47 trials, the CBT intervention was not mixed with other
contemporaneous active psychological therapies which would not
normally be a standard component of CBT. However, three trials
(Edwards 2011; Hu 2013; Pan 2012) did not describe enough detail
in the report, therefore, it is not clear whether the CBT included
other active therapies. Ten trials included other active therapies
in the CBT arm. Gleeson 2009 used family intervention in the
CBT arm, and the family therapy focused upon communication
skills, psychoeducation regarding relapse risk, and a review of early
warning signs and documentation of a relapse prevention plan. The
diJerential eJects of the CBT and the family intervention were not
evaluated. Likewise, four trials (Grawe 2006; Liu 2012; Naeem 2016;
Sun 2014) incorporated life skill training or social skill training with
CBT the intervention. Kuipers 1997 described a CBT intervention
which included skills training, however, did not provide more detail
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about the skills. Two trials (Qin 2014a; Zou 2013) combined physical
exercise with CBT therapy. Tuikington 2002 used case formulation
which is not a standard component of CBT. Zhao 2014 engaged the
participants in the CBT group to receive recreation therapy such as
watching television, listening to music, dancing, or other physical
activity.

The CBT interventions varied with regards to both the target of
the therapy and the degree of specificity of the focus of the
intervention. For example, Durham 2003 and Fowler 2009 used a
CBT intervention focused on engagement in treatment, medication
compliance, and enhancement of coping strategies, whereas
Garety 2008 used a CBT only focused on relapse prevention.
Farhall 2009 had a wider focus, incorporating schizophrenia
relevant symptoms, relapse prevention, personal/emotional issues
or comorbid disorders, and family or social reintegration.

Some trials focused on using CBT for specific symptoms. For
example, Birchwood 2014 and Li 2014 assessed CBT's eJect on the
command hallucination. Freeman 2015 assessed the eJect of CBT
for worry. The CBT described by Gleeson 2009 focused on coping
with stress, anxiety, and depression.

5.1.1 Well-defined CBT

Only 27 trials met our criteria for 'well-defined CBT' (see Types
of interventions), in that they clearly reported a therapeutic
focus on belief change or re-evaluating the subjective meaning
of symptoms. We assessed 22 trials as not 'well-defined' CBT as
the CBT intervention did not explicitly establish links between
participant's thoughts and symptoms and there was a lack of re-
evaluation regarding perceptions, beliefs, or reasoning related to
the target symptoms. It is diJicult to judge whether the CBT is well
defined in 11 trials as the description about CBT was unclear. Table
1 gives more details.

5.1.2 CBT provided by qualified therapists

Twenty-nine trials met the criteria for qualified CBT therapists
(see Types of interventions). The therapists in nine trials did not
meet our criteria. The remaining 22 trials did not provide suJicient
information to assess the experience of the CBT therapists. Table 1
gives more details.

5.2 Standard care

Standard care in the included trials typically involved
antipsychotics treatment, nursing care, community-based
healthcare such as community follow-up, community-based
rehabilitative activities, early intervention, medication monitoring
by their psychiatrists, case management, psychoeducation, as
well as family support. For 12 trials, standard care involved only
antipsychotic treatment (Edwards 2011; Garety 2008; He 2012; Hu
2013; Hu 2014; Jiao 2014; Li 2013a; Li 2014; Qiu 2014b; Wang 2005;
Wang 2012; Zhao 2013).

6. Outcomes

We grouped the symptoms into categories such as global state,
mental state and others (Table 2 presents further details of this
categorisation).

6.1 Relapse

Relapse data were reported in 17 trials (Barrowclough 2001;
Barrowclough 2010; Barrowclough 2014; Cao 2014; Garety 2008;

Gleeson 2009; Grawe 2006; Gumley 2003; Guo 2015; Lewis 2002;
Pan 2012; Qian 2012; Qiu 2014b; Tarrier 1999; Tuikington 2002;
Wang 2015; Zou 2013). However, diJerent trials used varied
criteria for relapse. For instance, Barrowclough 2014 defined
relapse as "an exacerbation of psychotic symptoms that lasted
for longer than 2 weeks and resulted in a change in participant
management (increased observation by the clinical team, increase
in antipsychotic medication, or both)". Garety 2008 defined relapse
as "the re-emergence of, or significant deterioration in, positive
psychotic symptoms of at least moderate degree persisting for at
least 2 weeks" whereas Gleeson 2009 adopted the following criteria
for relapse: "3 (mild) or below to ratings of 6 or 7 (severe and very
severe) on any one of the three items: (a) unusual thought content,
(b) hallucinations, and (c) conceptual disorganization, with a
duration criterion of 1 week added for the purpose of diJerentiating
relapses from brief flurries of symptoms." Gumley and colleagues
used two sets of criteria for relapse: "For participants with residual
symptoms, a 50% increase in the positive scale score, sustained for
at least 1 week, was defined as relapse; for those without residual
symptoms, an increase in positive symptoms (rated ≥ 3), sustained
for at least I week, was defined as relapse" (Gumley 2003). Lewis
and colleagues defined relapse as "an exacerbation of psychotic
symptoms lasting longer than one week and leading to a change
in patient management as recorded by hospital charts such as
increases in medication, admission and so on" (Lewis 2002).

6.2 Rehospitalisation

Seven studies reported this outcome (Barrowclough 2014; Fowler
2009; Freeman 2014; Grawe 2006; Gumley 2003; Guo 2015; Lewis
2002).

6.3 Global state

6.3.1 Clinically important change

Three trials reported clinically important change in global state
(Edwards 2011; Grawe 2006; Wang 2015). Edwards 2011 used scores
on the BPRS positive with a Clinical Global Impression (CGI) severity
rating. In both these scales, low scores indicate less severity of
symptoms. Participants with a score higher than 3 on the BPRS or
a rating of moderate or higher on the CGI were considered to have
'no improvement'. Wang 2015 used scores on the CGI-GI of less than
2 to indicate 'no improvement'. Grawe 2006 did not describe how
they defined 'no improvement'.

6.3.2 Global state scales reporting useful data

• Clinical Global Impression scale - CGI (Guy 1976)

Three trials (Chen 2015; Edwards 2011; Wang 2015) also reported
continuous measurements of global state by using the Clinical
Global Impression (CGI) scale. CGI is a three-item scale used
to measure the global severity of illness. Higher scores indicate
greater severity of clinical condition.

6.3 Mental state

6.3.1 Clinically important change

Eleven trials reported clinically important change in mental health
(Durham 2003; Garety 2008; Guo 2015; Jia 2005; Jiao 2014;
Kuipers 1997; Ma 2016; Qiu 2014b; Tarrier 1999; Wang 2008; Zhao
2013). The definitions of important or reliable change varied
between the trials; some used measures for 'improvement', others
used measures for 'no improvement. For example, Durham 2003
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used the criteria of 50% decrease in symptom severity on the
PANSS as clinically important change of mental state. Garety 2008
defined important or reliable change as partial or full remission
of symptoms without further episode. Four trials (Guo 2015; Jia
2005; Qiu 2014b; Wang 2008) defined no clinical improvement as
a decrease rate of PANSS score < 25%. Jiao 2014 and Zhao 2013
defined no clinical improvement as a decrease rate of BPRS score
< 30%, and Ma 2016 defined that as a decreased rate of BPRS score
< 25% . Kuipers 1997 used a change of less than five points on the
BPRS as indicating no reliable clinical change. Tarrier 1999 defined
this outcome as less than 50% improvement in psychotic symptoms
in both severity and number of symptoms.

England 2007 also reported data for clinically important change
in hallucination, which was defined as "a less than 3-point
improvement in hallucination severity scores measured as a voice
hearer's score on item 12 of the BPRS". Pan 2012 reported data for
clinically important change in depression.

Trialists also reported a continuous measure of mental health
outcomes.

6.3.2 Mental state scales reporting useful data

• Auditory Hallucinations Rating Scale - AHRS (HoJman 2003)

AHRS is a 7-item questionnaire measuring the severity of
hallucination including "hallucination frequency, number of
distinct speaking voices, perceived loudness, vividness, attentional
salience, length of hallucinations, and degree of distress". Higher
score indicates severe hallucination. Two trials reported outcomes
on this scale (Chen 2015; Li 2014).

• Beck Anxiety Inventory - BAI/BAS (Fydrich 1992)

BAI is a self-reported 4-point inventory for measuring the severity of
anxiety. The scale includes 21 items describing common symptoms
of anxiety. The total score ranges from 0 to 63, and a higher score
indicates severe anxiety. Five trials reported outcomes on this scale
(Barrowclough 2014; Fowler 2009; Freeman 2014; Garety 2008;
Tarrier 2014).

• Beliefs About Voices Questionnaire - BAVQ (Chadwick 2000)

BAVQ is a self-reported scale measuring key beliefs about auditory
hallucinations. Higher scores represent more severe symptoms.
One study used this scale (Trower 2004).

• Beck Cognitive Insight Scale - BCIS (Beck 2004)

BCIS (29) is a 15-item self-report inventory for measuring insight.
The scale includes two subscales, self-reflectiveness and self-
certainty, with higher scores indicating better cognitive insight. One
trial reported outcomes on this scale (Granholm 2005).

• Beck Depression Inventory - BDI/BDS (Beck 1961)

BDI is a self-report questionnaire measuring the intensity of
depressive symptoms. The 4-point scale (0-3) includes 21 items
with total score ranging from 0 to 61. Higher scores indicate severe
depression. Five trials reported outcomes on this scale (Edwards
2011; Fowler 2009; Freeman 2014; Garety 2008; Rector 2003).

• Beck Hopelessness Scale - BHS (Beck 1974)

BHS is a 20-item scale for assessment of hopelessness for the
future. The possible score ranges from 0 to 20 with higher scores
indicating poor hope for the future. Three trials reported outcomes
on this scale (Birchwood 2014; Fowler 2009; Tarrier 2014).

• Brief Psychiatric Rating Scale - BPRS (Overall 1962)

The BPRS is an 18-item scale measuring positive symptoms, general
psychopathology, and aJective symptoms. Each item is rated on a
7-point scale varying from 'not present' to 'extremely severe'. The
possible score ranges from 0 to 126 with high scores indicating
more severe symptoms. Nine trials reported outcomes on this scale
(England 2007; Edwards 2011; Gleeson 2009; Jiao 2014; Kuipers
1997; Ma 2016; Pan 2012; Startup 2004; Zhao 2013).

• Brief Core Schema Scales (BCSS) (Fowler 2006)

The self-report BCSS is a five-point scale assessing negative and
positive beliefs about the self and others with 24 items. Higher
scores reflect greater endorsement of items. One study used this
scale (Freeman 2014).

• Comphrehensive Schizophrenia Change Scale - CPRS (Asberg
1978)

CPRS is a scale for rating the severity of psychiatric symptoms
and observed behaviour. It consists of 65 items covering symptoms
commonly reported by participants with higher scores indicating
more severe symptoms. One trial reported outcomes on this scale
(Tuikington 2002).

• Choice of Outcome In Cbt for psychosEs - CHOICE (Greenwood
2010)

CHOICE is a self-reported 24-item scale used to measure the
severity of diease and satisfaction of participants. A higher score
indicates better patient outcomes. One study used this scale
(Freeman 2015).

• Calgary Depression Scale - CDS (Addington 1993)

CDS is a 9-item scale designed to measure depression in
schizophrenia patients without negative symptoms. The possible
score ranges from 0 to 27 with higher scores indicating poor
depression state. Four trials reported outcomes on this scale
(Barrowclough 2014; Jackson 2009; Tarrier 2014; Trower 2004).

• Green Paranoid Thoughts Scale - GPTS (Green 2008)

GPTS is a 32-item self-reported scale measuring paranoid thinking.
Each item is rated on a 5-point scale. A high score means greater
level of paranoid thinking. Two trials reported outcomes on this
scale (Freeman 2014; Freeman 2015).

• General Self-EJicacy Scale - GSES (Wang 1998)

GSES is a 10-item psychometric scale that is designed to assess
optimistic self-beliefs to cope with a variety of diJicult demands in
life. A higher score indicates better self-eJicacy. Two trials reported
outcomes on this scale (Lu 2014; Ma 2016).

• Hospital Anxiety and Depression Scale - HADS (Zigmond 1983)

The Hospital Anxiety and Depression Scale consists of 14
items assessing the severity of anxiety and depression during
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hospitalisation. Each item is rated on 4-point scale (0-3). The
possible score ranges from 0 to 52 with higher scores indicating
poor depression/anxiety states. One trial reported data on this
scale (Farhall 2009).

• Hamilton Rating Scale for Depression/Hamilton Depression
Rating Scale - HAMD (Hamilton 1967)

HAMD is 17-item scale used to assess the severity of depression.
Each item is rated on 3- or 5- point scale. A higher score indicates
severe depression. Three trials reported data on this scale (Chen
2014; Granholm 2005; Pan 2012).

• Hamilton Anxiety Rating Scale - HAMA (Hamilton 1976)

HAMA is a 14-item psychological questionnaire to assess the
severity of anxiety. Each item is rated on 5-point scale, with a
possible total score varying from 0 to 56. A higher score indicates
severe anxiety. One trial reported data on this scale (He 2012).

• Insight Treatment Attitude Questionnaire - ITAQ (McEvoy 1989)

ITAQ is a 11-item questionnaire for measuring awareness of illness
and attitude to medication and services, as well as follow-up
evaluation. The possible total score ranges from 0 to 22, with high
scores indicating better insight. Two trials reported data on this
scale (Startup 2004; Zhang 2014).

• Montgomery–Åsberg Depression Rating Scale - MADRS
(Montgomery 1979)

MADRS is a 10-item scale for measuring severity of depressive
episodes in people with mood disorders. The total possible score
ranges from 0 to 54 points, with higher scores indicating worse
outcome. Two trials reported data on this scale (Gleeson 2009;
Tuikington 2002).

• Negative Symptom Rating scale - NSRS (Iager 1985)

NSRS is a valid instrument assessing negative symptoms in
schizophrenia, with higher scores indicating worse outcomes. One
trial reported data on this scale (Tuikington 2002).

• Positive and Negative Syndrome Scale - PANSS (Kay 1987)

PANSS is a 30-item scale including three subscales for measuring
the severity of general psychopathology, positive symptoms, and
negative symptoms. Each item is rated on a 7-point scale, with
higher scores indicating worse outcome. Thirty trials reported data
on this outcome (Chen 2015; Barrowclough 2001; Barrowclough
2010; Birchwood 2014; Barrowclough 2014; Gumley 2003; Durham
2003; Farhall 2009; Fowler 2009; Freeman 2015; Garety 2008;
Granholm 2005; Guo 2015; Habib 2015; Hu 2013; Jia 2005; Lewis
2002; Li 2013a; Li 2014; Farhall 2009; Naeem 2015; Naeem 2016;
Rector 2003; Qian 2012; Qiu 2014b; Sun 2014; Tarrier 2014; Wang
2008; Wang 2015; Zhao 2014).

• Penn State Worry Questionnaire - PSWQ (Meyer 1990)

PSWQ is a 16-item questionnaire that aims to measure the trait
of worry, using Likert rating from 1 (not at all typical of me) to
5 (very typical of me). Higher PSWQ scores reflect greater levels
of pathological worry. One trial reported outcomes on this scale
(Freeman 2015).

• Psychotic Symptom Rating Scales - PsyRATs (Hassock 1999)

PsyRATs aims to assess dimensions of hallucination and delusions
reliably and validly. Higher scores indicate severer symptoms. Ten
trials reported outcomes on this scale (Birchwood 2014; Durham
2003; Freeman 2014; Freeman 2015; Naeem 2015; Naeem 2016;
Tarrier 2014; Tuikington 2002; Habib 2015; Trower 2004).

• Perseverative Thinking Questionnaire - PTQ (Ehring 2011)

PTQ is a self-administered, 15-item, Likert-type scale designed to
measure the broad idea of repetitive negative thought. One trial
reported outcomes on this scale (Freeman 2015).

• Robson Self Concept Questionnaire - RSCQ (Robson 1989)

RSCQ is a psychological scale used to measure self-esteem. A
score of 1 standard deviation below the mean (total score of
<= 120) indicates low self-esteem. The scale comprises 30 items,
with responses rated on an 8-point scale (0 to 8) that range from
"completely disagree" to "completely agree". Three trials reported
outcomes on this scale (England 2007; Freeman 2014; Jackson
2009).

• Rosenberg Self-Esteem Scale - RSES/SES (Rosenberg 1965)

RESR is a 10-item self-reported scale for measuring self-esteem.
Each item is rated on a 4-point scale (from 1 to 4). Higher scores
indicate higher self-esteem. Two trials reported data on this scale
(Farhall 2009; Gumley 2003;).

• Schedule of Assessment of Insight - SAI (David 1990)

SAI measures the dimensions of relabelling of unusual mental
events as abnormal, awareness of illness, and recognition of the
need for treatment. Four trials reported outcomes on this scale
(Guo 2015; Habib 2015; Naeem 2015; Tuikington 2002).

• Scale for the Assessment of Negative Symptoms - SANS
(Andreasen 1984)

The SANS is a valid instrument to assess the negative symptoms of
schizophrenia. Each item is based on 6-point scale. Higher scores
indicate more symptoms. Four trials reported data on this outcome
(Edwards 2011; Pan 2012; Tarrier 1999; Wang 2005).

• Scale for the Assessment of Positive Symptoms - SAPS
(Anderasen 2004)

SAPS is a rating scale to measure positive symptoms in
schizophrenia. The scale is split into 4 domains, and within each
domain separate symptoms are rated from 0 (absent) to 5 (severe).
One trial reported outcomes on this scale (Wang 2015).

• Symptom Assessment Scale - SAS (Aoun 2011)

SAS describes the participant's level of distress relating to
individual physical symptoms on a scale of 0 to 10. Two trials
reported outcomes on this scale (Qin 2014a; Yao 2015).

• Symptom Checklist 90 - SCL-90 (Derogatis 1975)

SCL-90 is a relatively brief self-report psychometric instrument
(questionnaire). It consists of 90 items, yielding nine scores
along primary symptom dimensions and three scores among
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global distress indices. The primary symptom dimensions that
are assessed are somatisation, obsessive-compulsive disorder,
interpersonal sensitivity, depression, anxiety, hostility, phobic
anxiety, paranoid ideation, psychoticism, and a category of
'additional items' which helps clinicians assess other aspect of the
clients symptoms. Two trials reported outcomes on this scale (Li
2015a; Zhang 2015).

• Severity of Dependence Scale - SDS (Gossop 1995)

SDS is a 5-item questionnaire that provides a score indicating the
severity of dependence on opioids. Each of the five items is scored
on a 4-point scale (0-3). The total score is obtained through the
addition of the 5-item ratings. Two trials reported outcomes on this
scale (Qin 2014a; Yao 2015).

• Self-Esteem Rating Scale-Short form - SERS-SF (Lecomte 2006)

SERS-SF is a 20-item scale measuring self-esteem. It consists of
two subscales: 10 items for positive symptoms and 10 items for
negative symptoms. Each item is rated on a 7-point scale with
higher scores indicating better self-esteem. The possible scores for
positive symptoms ranges from 10 to 70 and for negative symptoms
ranges from -10 to -70. One trial reported this outcome (Tarrier
2014).

• Self-Reflection and Insight Scale - SRIS (Grant 2002)

SRIS is a 20-item scale, which delineates two diJerent factors: self-
reflection and insight. One trial reported outcomes on this scale
(Farhall 2009).

Lecomte 2008a also reported specific aJective symptoms (insight)
by the insight scale.

• The Voice Power DiJerential scale - VPD (Birchwood 2000)

The VPD is a five-point rating scale to measure the perceived
relative power diJerential between voice and voice hearer. Higher
scores indicate severe power of the dominant voice. One study
reported this outcome (Trower 2004)

• The Voice Compliance Scale - VCS (Sander 1997)

The VCS is an observer-rated scale to measure the frequency
of command hallucinations and the level of compliance/
hallucinations. Higher scores indicated severe hallucinations. One
study reported this outcome (Trower 2004).

6.4 Adverse e5ect(s)/event(s)

Two trials reported rates for any adverse eJects (Li 2014; Pan
2012). Three trials (Grawe 2006; Garety 2008; Li 2014) reported
rates for specific adverse events such as suicide attempts, violent
incidence, and others. Two trials (Chen 2015; Qiu 2014b) reported
data on the Treatment Emergent Symptom Scale (TESS). Mortality
was only reported in nine trials (Barrowclough 2001; Barrowclough
2010; Birchwood 2014; Farhall 2009; Garety 2008; Kuipers 1997;
Lewis 2002; Startup 2004; Tarrier 1999), with Lewis 2002 specifically
reporting suicides.

6.4 Functioning

6.4.1 Scales reporting useful data

• Children's Memory Scale - CMS (Cohen 1997)

CMS measures learning in a variety of memory dimensions
including attention and working memory, verbal and visual
memory, short- and long-delay memory, recall and recognition,
and learning characteristics. One trial (Li 2015) reported data on
this scale.

• Global Assessment of Functioning - GAF (DSM (IV) 1994)

GAF is a 90-point rating scale that assesses psychological, social,
and occupational functioning. A high score indicates a better
outcome. Six trials reported data on this scale (Barrowclough 2001;
Barrowclough 2010; Barrowclough 2014; Durham 2003; Startup
2004; Tarrier 2014).

• Independent Living Skills Survey - ILSS (Wallace 2000)

ILSS is a detailed assessment of a client’s social and independent
living skills and has 103 items which assess 12 areas of skills. One
trial (Granholm 2005) reported data on this scale.

• Life Skills Progression - LSP (Parker 1991)

LSP describes individual parent and infant/toddler progress using
43 items of life skills, which are grouped into 5 scales (relationships,
education, mental health/substance abuse and other risks, basic
essentials, infant/toddler development). One trial (Farhall 2009)
reported data on this scale.

• Personal and Social Performance Scale - PSP (Si 2009)

PSP scale is a validated clinician-related scale that measures
personal and social functioning in the domains of: socially useful
activities (e.g. work and study), personal and social relationships,
self-care, and disturbing and aggressive behaviours. Two trials (Guo
2015; Wang 2015) reported data on this scale.

• Social Functioning Scale - SFS (Birchwood 1990)

SFS measures social role and behavioural functioning
across seven basic areas of community functioning: social
engagement, interpersonal behaviour, prosocial activities,
recreation, independence, employment. Two trials reported data
on this scale (Barrowclough 2001; Startup 2004).

• Social and Occupational Functioning Assessment Scale - SOFAS
(Goldman 1992)

SOFAS is a measure of social and occupational functioning on a
continuum from excellent to grossly impaired functioning. Four
trials reported data on this scale (Edwards 2011; Fowler 2009;
Garety 2008; Gleeson 2009).

• University of California, San Diego, Performance-Based Skills
Assessment - UPSA (Patterson 2001)

UPSA assesses the skills necessary for functioning in the
community by asking participants to perform relevant tasks and
rating their performance. Skills are assessed in the following five
areas: household chores, communication, finance, transportation,
and planning recreational activities. One trial (Granholm 2005)
reported data on this scale.

• Wechsler Adult Intelligence Scale - WAIS (Mittenberg 1995)
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WAIS is an intelligence test that is used quite commonly, and it
measures the verbal and nonverbal abilities of adults. Two trials (Hu
2014; Sun 2014) reported data on this scale.

• Wisconsin Card Sorting Test - WCST (Eling 2008)

WCST is a neuropsychological test of 'set-shiRing', i.e. the
ability to display flexibility in the face of changing schedules of
reinforcement. One trial (Li 2015) reported data on this scale.

• World Health Organization Disability Assessment Schedule -
WHODAS (Ustun 2010)

WHODAS is a participant self-report assessment tool that evaluates
the participant's ability to perform activities in six domains of
functioning over the previous 30 days, and uses these to calculate
a score representing global disability. It comes in 36- and 12-item
questionnaires. One trial (Naeem 2016) reported data on this scale.

• Wechsler Memory Scale - WMS (Wechsler 2009)

WMS is a neuropsychological test designed to measure diJerent
memory functions in a person. One trial (Sun 2014) reported data
on this scale.

• MATRICS Consensus Cognitive Battery - MCCB (Green 2004)

MCCB is a scale to assess cognitive change in patients with
schizophrenia. It consists of 10 items. Higher scores indicate poor
cognitive function. One study reported this outcome (Hu 2013).

6.5 Quality of life

Ten trials reported on this important outcome (Chen 2015; Cao
2014; Edwards 2011; Fowler 2009; Garety 2008; Gleeson 2009; Liu
2012; Lu 2014; Naeem 2015; Wang 2015).

6.5.1 Quality of life scales reporting useful data

• European Quality of Life Questionnaire - EuroQOL. (Dolan 1997)

This is also known as the EuroQoL or the EQ-5D. This is a self-
rated measure of five dimensions of health-related quality of
life (mobility, self care, usual activities, pain/discomfort, anxiety/
depression). One trial reported data from this scale (Garety 2008).

• General Quality of Life Inventory-74 - GQOLI-74 (Wang 1999)

GQOLI-74 is a 74-item quality of life assessment scale. It contains
four subscales that assess physical functioning, psychological
functioning, social functioning, and standard of living. High scores
indicate better quality of life. One trial reported data from this scale
(Cao 2014).

• Quality of Life Scale - QLS (Heinrichs 1984)

QLS consists of 10 items. High scores indicate better quality of life.
Two trials (Edwards 2011; Fowler 2009) reported data from this
scale.

• Social Disability Screening Schedule - SDSS (Wu 1998)

SDSS consists of 10 items. High scores indicate poor quality of life.
One trial (Qiu 2014b) reported data from this scale.

• Short Form (36) Health Survey - SF-36 (McHorney 1993)

SF-36 is a 36-item, patient-reported survey of patient health. High
scores indicate better quality of life. One trial (Liu 2012) reported
data from this scale.

• Schizophrenia Quality of Life Scale - SQLS (Wilkinson 2000)

SQLS consists of three subscales ('psychosocial', 'motivation and
energy', and 'symptoms and side-eJects') with 30 items. High
scores indicate poor quality of life. Two trials (Chen 2015; Lu 2014)
reported data from this scale.

• World Health Organization Quality of Life - Brief - WHOQOL-BREF
(WHOQOL Group 1998)

WHOQOL-BREF consists of 26 items measuring the following
domains of quality of life: physical health, psychological health,
social relationships, and environment. Higher scores indicate
better quality of life. Three trials reported data on this scale (Garety
2008; Gleeson 2009; Wang 2015).

6.6 Satisfaction with treatment

None of the trials directly measured satisfaction with treatment.
Leaving the study early was used as an indirect measure for this
important outcome.

6.6.1 Leaving the study early.

Thirty trials (Barrowclough 2001; Barrowclough 2010;
Barrowclough 2014; Birchwood 2014; Durham 2003; England 2007;
Farhall 2009; Fowler 2009; Garety 2008; Gleeson 2009; Grawe 2006;
Gumley 2003; Guo 2015; Jackson 2009; Kuipers 1997; Rector 2003;
Trower 2004; Tuikington 2002; Velligan 2014; Wang 2005; Chen
2014; Freeman 2015; Granholm 2005; Lewis 2002; Naeem 2015;
Naeem 2016; Tarrier 1999; Tarrier 2014; Wang 2008; Zhao 2013)
reported attrition data.

6.7 Engagement with services

6.7.1 Compliance to treatment/medication

Six trials reported binary data for participant compliance to
medication (Cao 2014; Chen 2014; Pan 2012; Qiu 2014b; Zhang
2014; Zou 2013).

Two trials reported binary data for participants refusing treatment
(Li 2013a; Wang 2012).

Two trials used scales to measure compliance, reporting
continuous data for this outcome (Gleeson 2009; Qian 2012).

6.7.2 Compliance scales reporting useful data

• Medication Adherence Rating Scale - MARS (Thompson 2000)

MARS is a 10-item scale measuring medication adherence. Higher
scores indicate better medication adherence. Two trials reported
data on this scale (Gleeson 2009; Qian 2012).

6.8 Economic outcomes

No study reported data for economic outcomes such as direct and
indirect costs of care.

Excluded studies

We excluded 103 trials (116 references) from this review.
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1. Issues relating to methods

A total of 19 trials with 20 references were not randomised
controlled trials (Agius 2007; Bechdolf 2005b; Byerly 2005; Chen
2012; Feng 2013; Hang 2014; Huang 2014; Ibranhim 2012; Jackson
1998; Kong 2015; Li 2015c; Mo 2015; O'Driscoll 2015; Owen 2015; Qi
2012; Xie 2013; Xu 2014; Zhang 2005).

2. Issues relating to participants

Participants in 10 trials with 12 references did not meet the
diagnostic criteria of schizophrenia. Morrison 2014, Phillips
2002 and ACTRN12606000 included participants who were at
high risk of psychosis or schizophrenia. ISRCTN77762753 and
Jenner 2004 included participants with auditory hallucinations.
ISRCTN47998710 included participants with psychological
diJiculties. Eack 2014 included participants with substance misuse
and schizophrenia. O'Connor 2007 included participants with
delusional disorders. Cai 2014c and ISRCTN11889976 included
participants with psychosis and did not state whether they included
schizophrenia or not.

3. Issues relating to comparison

A total of 21 trials with 26 references did not use standard care as
comparator.

These trials compared CBT with other psychosocial therapies
such as supportive counselling (Haddock 1998; Johnson 2008;
Lu 2014a; NCT02751632; O'Donnell 2003; Penn 2009; Pinto
1999; Valmaggia 2005), befriending (Jackson 2008; Sensky 2000;
Turkington 2008), psychoeducation (Bechdolf 2004; Cather 2005;
Rector 2005), cognitive remediation therapy (Klingberg 2009;
Penades 2006; ), recreation and support (Drury 1996), psychological
nursing care (Wu 2013), and problem-solving (Bradshaw 1996). One
trial (ISRCTN34966555) compared CBT delivered though mobile
application (app) with a symptoms monitoring app where the
control group was not standard care. The groups in NCT02420015
received cognitive-behavioural smoking cessation counselling.

4. Issues relating to intervention

A total of 41 trials with 44 references were excluded because the
intervention group did not meet our inclusion criteria.

Four trials reported CBT interventions as an element of a treatment
package where it was not possible to identify the eJect of CBT
(Granholm 2007; ; Lincoln 2012; NCT00810355; Richmond 2005).

The remaining 37 trials employed therapeutic strategies which did
not meet our criteria for adjunct CBT (Bach 2002; Barrowclough
2006; Cella 2014; Deng 2014; NCT00960375; Farreny 2012; Favrod
2014; Gaudiano 2006; Hert 2000; Hogarty 1997; Hogarty 2004;
Kidd 2014; Kuipers 2004; Leclerc 2000; Lecomte 2008; Li 2013; Li

2013b; Li 2014b; Liu 2013; Lu 2012; Lysaker 2009; NCT02535923;
NCT02105779; NordentoJ 2005; Reeder 2014; Sellwood 2000; Song
2012; Song 2014; Wang 2003; Wang 2013; Wang 2013a; Wang 2014;
Wei 2012; Wykes 2005; Yang 2012; Zhao 2012; Zhou 2015b).

In particular, Bach 2002 employed a new wave of CBT involving
radical acceptance without cognitive or behavioural modifications.
The same applied to acceptance and commitment therapy
(Gaudiano 2006), which, similarly to CBT, had a focus on cognitions.
It, however, aimed to help participants respond diJerently to
their thoughts rather than directly challenge or test out their
validity. Participants were encouraged to accept and experience
their internal events without judgement and this treatment did
not meet our criteria for CBT. Personal therapy (Hogarty 1997),
like CBT, aims to prevent relapse and promote personal and
social adjustment. However, personal therapy diJers from CBT
in that it consists of psychoeducation awareness of early signs,
supportive therapy techniques, social skills training, the teaching of
coping strategies, without an explicit focus on beliefs and cognitive
restructuring. Thus, this treatment did not meet our criteria for CBT.
Nine studies investigated a group-based CBT intervention which
did not meet our criteria (Barrowclough 2006; Deng 2014; Lecomte
2008; Li 2013; Li 2013b; Song 2012; Song 2014; Wykes 2005; Zhou
2015b). Hogarty 2004 reported the use of therapeutic strategies
designed to overcome intellectual and memory deficits associated
with schizophrenia rather than psychotic symptoms, beliefs, or
cognitive distortions. Liu 2013 investigated a group CBT plus token
therapy intervention which did not meet our criteria.

5. Issues relating to outcomes

The remaining 12 trials with 12 references did not have usable data
for meta-analysis (Bradshaw 2000; Dong 2015; Du 2016; Jiang 2014;
Lang 2014; Lin 2014; Liu 2015; McLeod 2007; Shao 2013; Shi 2015;
Wu 2012; Zeng 2014).

Studies awaiting classification

Eight trials (Chen 2015c; Fohlmann 2010; Hardy 2015; Hassan
2014; Moun 2015; Nagui 2016; Tang 2015; Tecic 2012) are awaiting
assessment as we currently are unable to access the full-text report.

Ongoing studies

Please refer to Characteristics of ongoing studies for more details.

We identified 15 ongoing trials that started between 2003 and
2016, but results had not been published. Three of these trials
(ISRCTN12668007; NCT02787122; NCT02787135) were still in the
recruiting phase.

Risk of bias in included studies

The summary of risk of bias in included trials was presented in
Figure 2 and Figure 3
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Figure 2.   Risk of bias graph: review authors' judgements about each risk of bias item presented as percentages
across all included studies.
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Figure 3.   Risk of bias summary: review authors' judgements about each risk of bias item for each included study.
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Figure 3.   (Continued)
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Figure 3.   (Continued)

 
Allocation

Thirty-two included trials (32/60, 53.3%) were rated as having
low risk of bias from randomisation as they described
adequate random sequence generation. The methods used
for sequence generation were computer-generated random
numbers, programme or web-based randomisation system, block
randomisation, random number table, and tossing coins. The
remaining trials were rated as having unclear risk for selection bias
as they did not describe the method of sequence generation.

Seventeen trials (17/60, 28.3%) were rated as having low risk
of bias from allocation concealment as they reported that the
randomisation was conducted by staJ independent of the research
team or was conducted centrally, therefore, these trials had good
allocation concealment. However, most of the included trials did
not state the methods used to keep allocation concealed, and they
were rated as having unclear risk of bias. One trial clearly stated that
it did not conceal the group assignment regimen (Gleeson 2009)
and this was rated as having a high risk of this selection bias.

Blinding

All trials were all rated as having high risk of performance bias as
CBT therapy cannot be 'masked' and is very diJerent to standard
care. It is very likely that all staJ providing the care during the trial
would know the group assignment.

As for the blinding of outcome assessors, 31 trials (28/60, 46.7%)
were rated as having low risk of detection bias as they blinded
the outcomes assessors fromr group assignment. Twenty-two trials
did not state whether they keep the outcome assessors blinded,
therefore, they were rated as having unclear risk of detection bias.
The remaining three trials (Gumley 2003; Kuipers 1997; Startup
2004) revealed that the outcomes assessors were not blinded,
hence they were rated as having high risk of detection bias.

Incomplete outcome data

Nearly 83% (50/60) of the included trials were rated as having
low risk of attrition bias, as they had no missing data, a low
proportion of participants leR the trial early, or an intention-to-
treat (ITT) analysis was used to deal with the missing data. Four
trials (Barrowclough 2014; Chen 2014; Kuipers 1997; Naeem 2015)
had a relatively low proportion of missing data and the authors
did not report the cause of withdrawal, so we rated these trials as
having unclear risk for attrition bias. Another trial did not report the
number of withdrawals, but reported an intention-to-treat analysis
was used to deal with the missing data (Habib 2015). Therefore, this
trial was also rated as having unclear risk of attrition bias. Five trials
(Guo 2015; He 2012; Rector 2003; Tarrier 2014; Velligan 2014) were
rated as having high risk of attrition bias due to a high proportion
of missing data.

Selective reporting

A majority of included trials (50/60, 83%) were rated as having
low risk of selective reporting as they reported data for all
measured outcomes. Only ten trials (Birchwood 2014; Durham
2003; Kuipers 1997;Garety 2008; Lewis 2002; Li 2015; Qian 2012;
Velligan 2014; Trower 2004; Farhall 2009) were rated as having high
risk of selective reporting for failure to report results of several
prespecified outcomes.

Other potential sources of bias

We did not think there was a high risk of other potential sources of
bias within the included trials.

E5ects of interventions

See: Summary of findings for the main comparison COMPARISON
1: CBT+ STANDARD CARE compared to STANDARD CARE ALONE for
people with schizophrenia
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COMPARISON 1: CBT plus standard care versus standard care
alone

1.1 Global state: 1a. Relapse

Eighteen trials reported data on relapse (Analysis 1.1).

1.1.1 Short term

Two trials reported short-term relapse data. There was not a clear
diJerence between CBT plus standard care and standard care alone
groups (RR 0.22, 95% CI 0.04 to 1.24; participants = 92; studies = 2).

1.1.2 Medium term

Five trials reported medium-term data. There was a clear
diJerence, favouring CBT plus standard care (RR 0.53, 95% CI 0.39
to 0.72; participants = 667; studies = 5).

1.1.3 Long term

Thirteen trials reported long-term data. There was no clear
diJerence between CBT plus standard care and standard care alone
groups (RR 0.78, 95% CI 0.61 to 1.00; participants = 1538; studies
= 13, low-quality evidence). This result was presented in the SOF
table as an outcome of importance. The quality of evidence was

low due to significant heterogeneity (Chi2 = 25.21; df = 12; P = 0.01;

I2 = 52%) and the wide confidence interval which included both
appreciable benefit and harm. Removing outliers from this analysis
did not alter the result.

1.2 Global state: 1b. Relapse - number (skewed data)

Barrowclough 2010 reported relapse data, however, these data
were presented as 'Other data' because of marked skew, which
makes it diJicult to interpret (Analysis 1.2)

1.3 Global state: 2. Clinically important change (no
improvement) - defined by individual studies

Three trials provided data at the medium and long term (Analysis
1.3).

1.3.1 Short term

Edwards 2011 found no clear diJerence between CBT plus standard
care and standard care alone groups (RR 1.01, 95% CI 0.61 to 1.66;
participants = 48; study = 1).

1.3.2 Long term

Two trials provided useful long-term data. There was a favourable
eJect for CBT plus standard care compared to standard care alone
(RR 0.57, 95% CI 0.39 to 0.84; participants = 82; studies = 2; very low-
quality evidence). This result was presented in the SOF table as an
outcome of importance. The quality of the evidence for this result
was very low due to high risk of bias across several domains and the
small number of trials with small sample size and very low number
of events contributing data to this result.

1.4 Global state: 3a. Rehospitalisation

Eight trials reported data on rehospitalisation (Analysis 1.4).

1.4.1 Short term

Freeman 2014 reported short-term data. There was no clear
diJerence between CBT plus standard care and standard care alone
groups (RR 1.00, 95% CI 0.07 to 14.55; participants = 30; study = 1).

1.4.2 Long term

Six trials reported long-term data. There was no clear diJerence
between CBT plus standard care and standard care alone groups
(RR 0.79, 95% CI 0.60 to 1.04; participants = 648; studies = 6).

1.5 Global state: 3b. Hospitalisation - number of admissions
(skewed data)

Barrowclough 2010 reported 'number of admissions', however
these data were presented in Other data tables because of marked
skew which makes it diJicult to interpret (Analysis 1.5).

1.6 Global state: 4. Average endpoint total score CGI, high = poor

Three trials (Chen 2014, Edwards 2011; Wang 2015) reported global
state data as endpoint scores on the CGI. They reported short-,
medium- and long-term follow-up (Analysis 1.6).

1.6.1 Short term

Short-term data showed a clear diJerence, favouring CBT plus
standard care (MD -0.32, 95% CI -0.63 to -0.01; participants = 128;
studies = 3).

1.6.2 Medium term

Medium-term data showed a clear diJerence, favouring CBT plus
standard care (MD -0.52, 95% CI -0.89 to -0.15; participants = 80;
studies = 2).

1.6.3 Long term

Only Wang 2015 reported useful long-term data. Data showed a
clear diJerence, favouring CBT plus standard care (MD -0.67, 95% CI
-1.07 to -0.27; participants = 32; study = 1).

1.7 Mental state: 1. General - clinically important change (no
improvement)

Eleven trials reported clinically important change in general mental
state as 'no improvement'. Seven trials reported short-term follow-
up, and five at the long term (Analysis 1.7).

1.7.1 Short term

Short-term data showed a favourable eJect for CBT plus standard
care compared to standard care alone (RR 0.44, 95% CI 0.21 to
0.92; participants = 680; studies = 7). This subgroup had important

levels of heterogeneity (Chi2 = 20.26, df = 6, P = 0.006, I2 = 70%).
The statistical heterogeneity was not significant aRer removing Ma
2016 from the meta-analysis. With Ma 2016 removed, a clear eJect
favouring CBT group was still observed (RR 0.70 95% CI 0.55 to 0.90).

1.7.2 Long term

Long-term data showed no diJerence between the treatment
groups (RR 0.81, 95% CI 0.65 to 1.02; participants = 501; studies
= 5, very low-quality of evidence). This subgroup had important

levels of heterogeneity (Chi2 = 7.26, df = 3, P = 0.06, I2 =
59%, very low-quality evidence). The quality of evidence was
very low due to serious risk of bias of the included studies,
significant heterogeneity, and low number of events.The statistical
heterogeneity was not significant aRer removing Garety 2008 from
the meta-analysis. With Garety 2008 removed, no clear diJerence
between the compared groups was still observed (RR 0.87 95% CI
0.73 to 1.03).
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1.8 Mental state: 2a. General (average total endpoint score
BPRS, high = poor)

Eight trials reported general mental state using BPRS total scores
(Analysis 1.8).

1.8.1 Short term

Five trials reported short-term data. There was a clear diJerence
between the treatment groups, favouring CBT plus standard care
(MD -5.09 CI -8.44 to -1.74; participants = 541; studies = 5). This

subgroup had important levels of heterogeneity (Chi2 = 26.08; df

= 4; P < 0.0001; I2 = 85%).The statistical heterogeneity was still
significant aRer successively removing outliers. We could not find
the source of the heterogeneity.

1.8.2 Medium-term

Three trials reported medium-term data. There was no clear
diJerence between CBT plus standard care and standard care alone
groups (MD -2.57, 95% CI -5.73 to 0.60; participants = 199; studies =
3). This result remained the same when using a fixed-eJect model.

1.8.3 Long term

Three trials reported long term data . There was a clear diJerence
between the treatment groups, favouring CBT plus standard care
((MD -8.77, 95% CI -14.08 to -3.46, Analysis 1.8). This subgroup

had important levels of heterogeneity (Chi2 = 16.17; df = 2; P =

0.02; I2 = 73%). The statistical heterogeneity was reduced to I2 =
0% aRer removing England 2007 from the meta-analysis with the
positive eJect for CBT remaining (MD -6.14, 95% CI -9.47 to -2.80;
participants = 110; studies = 2).

1.9 Mental state: 2b.General (average total endpoint score
PANSS, high = poor)

Twenty-two trials reported general mental stated using PANSS total
scores (Analysis 1.9) .

1.9.1 Short term

Eleven trials reported short-term data. There was a clear diJerence
between the treatment groups, favouring CBT plus standard care
(MD -7.21, 95% CI -10.12 to -4.30, participants = 962; studies = 11).

This subgroup had important levels of heterogeneity (Chi2 = 51.61;

df = 11; P < 0.00001; I2 = 81%). The statistical heterogeneity was still
significant aRer successively removing outliers. We could not find
the source of this heterogeneity.

1.9.2 Medium term

Eleven relevant trials reported medium-term data. There was a
clear diJerence between the treatment groups, favouring CBT plus
standard care (MD -3.68, 95% CI -6.12 to -1.24; participants = 963;
studies = 11). This subgroup had important levels of heterogeneity

(Chi2 = 30.35; df = 14; P = 0.0008; I2 = 67%). The statistical
heterogeneity was not significant aRer removing Qiu 2014b from
the meta-analysis and the positive eJect for CBT remained (MD
-2.64, 95% CI -4.71 to - 0.58). Accordingly, the treatment eJect was
robust to heterogeneity amongst the studies.

1.9.3 Long term

Twelve trials provided reported long-term data. There was a
clear diJerence between the treatment groups, favouring CBT
plus standard care (MD -3.74, 95% CI -6.46 to -1.02; participants

= 1284; studies = 12). This subgroup also had important levels

of heterogeneity (Chi2 = 34.88; df = 11; P = 0.0003; I2 =
68%). The statistical heterogeneity was still significant aRer
successively removing outliers. We could not find the source of this
heterogeneity.

1.10 Mental state: 2c. General (average total endpoint score
PSYRATS, high = poor)

One trial (Birchwood 2014) reported medium- and long-term data
for this outcome (Analysis 1.10).

1.10.1 Medium term

There was no clear diJerence between CBT plus standard care and
standard care groups at the medium term (MD 1.05, 95% CI -1.20 to
3.30; participants = 197; studies = 1).

1.10.2 Long term

There was no clear diJerence between CBT plus standard care and
standard care groups at the long term (MD 0.63, 95% CI -1.48 to 2.74;
participants = 197; studies = 1).

1.11 Mental State: 2d. General (average total change score,
various scales)

Two trials reported change scores from mental state scales
(Analysis 1.11)

1.11.1 CHOICE - short term

Freeman 2015 reported change score from CHOICE at the short
term. There was a favourable eJect for CBT plus standard care
compared to standard care alone (MD 9.10, 95% CI 1.74 to 16.46,
participants = 136, study = 1).

1.11.2 CPRS - medium term

Tuikington 2002 reported change score from the CPRS at the
medium term. There was no clear diJerence between CBT plus
standard care and standard care alone groups (MD 1.32, 95% CI
-0.97 to 3.61, participants = 336, study = 1).

1.12 Mental State: 2e. General (average total change score
SCL-90, high = poor)

Li 2015a reported average change scores from the SCL-90. As
these data showed significant skew, they were presented as 'Other
data' (Analysis 1.12).

1.13 Mental state: 3a. Specific - positive symptoms (average
endpoint score PANSS sub scale, high = poor)

Seventeen trials reported PANSS subscale scores for positive
symptoms (Table 3).

One trial reported short-term data for this outcome as SEs. We used
the RevMan calculator to convert data presented in Table 3 into SE
for use in Analysis 1.13.

1.13.1 Short term

Short term data showed an eJect favouring CBT (MD -3.11, 95%
CI -4.97 to -1.24; studies = 11). For this outcome, heterogeneity

was high (Chi2 = 10.4; df = 1.0; P = 0.0; I2 = 90%). The statistical
heterogeneity was not significant aRer removing the outliers Habib
2015 and Li 2013a from the meta-analysis and the positive eJect
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for CBT remained. Accordingly, the treatment eJect was robust to
heterogeneity amongst the studies. We could not identify a cause
for this heterogeneity.

1.13.2 Medium term

Medium-term data showed an eJect favouring CBT (MD -1.23, 95%
CI -1.90 to -0.55; studies = 12).

1.13.3 Long term

Long-term data showed an eJect favouring CBT (MD -0.98, 95% CI
-1.63 to -0.34; studies = 12).

1.14 Mental state: 3b. Specific - positive symptoms (average
endpoint score BPSR/SAPS, high = poor)

Two trials reported scores from various other scales that measured
positive symptoms (Analysis 1.14).

1.14.1 BPRS - short term

Edwards 2011 reported BPRS scores. An eJect favouring CBT
plus standard care was observed (MD -1.84 95% CI -3.4 to -0.27;
participants = 48; study = 1).

1.14.2 SAPS - short term

Wang 2015 reported SAPS scores. An eJect favouring CBT plus
standard care was observed (MD -1.83 95% CI -3.61 to -0.05;
participants = 64; study = 1).

1.15 Mental state: 4a. Specific - hallucination - clinically
important change - no improvement (< 3 point improvement
BPRS - hallucination severity)

England 2007 reported clinically important change as 'no
improvement' which was measured as 'less than 3-point
improvement in hallucination severity scores' on the BPRS
(Analysis 1.15).

1.15.1 Short term

An eJect favouring CBT plus standard care was observed at the
short term (RR 0.09 95% CI 0.03 to 0.27; participants = 65; study = 1).

1.15.2 Long term

An eJect favouring CBT plus standard care was observed at the long
term (RR 0.08 95% CI 0.03 to 0.26; participants = 65; study = 1).

1.16 Mental state: 4b. Specific - hallucination (average endpoint
score various scales, high = poor)

Six trials reported hallucination scores from various scales at the
short, medium and long term (Analysis 1.16).

1.16.1 AHRS - short term

Chen 2015 used the AHRS to measure 'hallucination'. At short-term
follow-up, there was a clear diJerence between treatment groups,
favouring CBT plus standard care (MD -3.60, 95% CI -6.74 to -0.46;
participants = 50; study = 1). This result remained the same when
using a fixed-eJect model.

1.16.2 PANSS - short term

Jia 2005 used the PANSS to measure 'hallucination'. At short-term
follow-up, there was a clear diJerence between treatment groups,
favouring CBT plus standard care (MD -0.48, 95% CI -0.92 to -0.04;

participants = 60; study = 1). This result remained the same when
using a fixed-eJect model.

1.16.3 AHRS - medium term

Medium-term data from the AHRS did not show a clear diJerence
between CBT plus standard care and standard care alone groups
(MD -2.57, 95% CI -7.07 to 1.93; participants = 128; studies = 2). This

subgroup had important levels of heterogeneity (Chi2 = 4.75; df = 1;

P = 0.03; I2 = 79%) and the source of this heterogeneity remained
unidentified.

1.16.4 PANSS - medium term

Medium-term data from PANSS showed no clear diJerence
between CBT plus standard care and standard care alone groups
(MD -0.33, 95% CI -0.79 to 0.13; participants = 197; study = 1). This
result remained the same when using a fixed-eJect model.

1.16.5 Malevolence - BAVQ - medium term

Medium-term data from BAVQ also showed no clear diJerence
between CBT plus standard care and standard care alone groups
(MD 1.00, 95% CI -5.26 to 7.26; participants = 29; study = 1).

1.16.6 Omniscience - BAVQ - medium term

Medium-term data from BAVQ also showed no clear diJerence
between CBT plus standard care and standard care alone groups
(MD -0.90, 95% CI -3.47 to 1.67; participants = 29; study = 1).

1.16.7 VPD - medium term

Medium-term data from the VPD scale showed a clear diJerence,
between treatment groups, favouring CBT plus standard care (MD
-11.10, 95% CI -15.73 to -6.47; participants = 29; study = 1).

1.16.8 AHRS - long term

Long-term data from the AHRS did not show a clear diJerence
between CBT plus standard care and standard care alone groups
(MD -4.40, 95% CI -6.60 to -2.20; participants = 78; study = 1).

1.16.9 PANSS - long term

Long-term data from the PANSS did not show a clear diJerence
between CBT plus standard care and standard care alone groups
(MD 0.14, 95% CI -0.3 to 0.58; participants = 197; study = 1).

1.16.10 BPRS - long term

Long-term data from the BPRS showed a clear diJerence between
treatment groups, favouring CBT plus standard care (MD -2.82, 95%
CI -3.74 to -1.90; participants = 65; study = 1).

1.17 Mental state: 4c. Specific - hallucinations (average
endpoint score PsyRATs, high = poor)

1.17.1 Short term

Habib 2015 and Naeem 2015 reported SE data for hallucinations
using PsyRATs. However, significant heterogeneity was observed

(Chi2 = 24.87, df = 1 P < 0.00001, I2 = 96%). As there were only two
studies contributing to this outcome, it was not possible to reduce
heterogeneity and we decided not to combine these data within the
meta-analysis (Analysis 1.17).
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1.17.2 Medium term

Only Tuikington 2002 reported medium-term data. There was no
clear diJerence between CBT plus standard care and standard care
alone groups (MD -1.17, 95% CI -3.26 to 0.92; participants = 422;
study = 1). Results were unaltered when applying the fixed-eJect
model (Analysis 1.17).

1.18 Mental state: 4d. Specific - hallucinations (average
endpoint score, various scales, high = poor) (skewed data)

Naeem 2016; Durham 2003; England 2007; and Trower 2004
also presented scale scores for 'hallucination'. These data were
presented as 'Other data' because of the presence of excessive skew
(Analysis 1.18).

1.19 Mental state: 5a. Specific - delusions (average endpoint
score PsyRATs, high = poor)

Five studies reported short-term data for delusions using PsyRATs.
Habib 2015; Naeem 2015; and Naeem 2016 reported data for this
outcome as SEs. We used the RevMan calculator to convert data
reported by Freeman 2014 and Freeman 2015 (presented in Table
4) into SE for use in Analysis 1.19 .

1.19.1 Short term

At the short term, a positive eJect for CBT was observed (MD -4.33,
95% CI -7.58 to -1.08; studies = 5)

This outcome had important levels of heterogeneity (Chi2 = 16.35;

df = 2.0; P = 0.0003; I2 = 90%), which were reduced to I2 < 50 % when
the outliers Habib 2015 and Freeman 2014 were excluded, retaining
a positive eJect for CBT.

1.20 Mental state: 5b. Specific - delusions (average endpoint
score PANSS, high = poor)

Jia 2005 reported delusion scores using the PANSS (Analysis 1.20).

1.20.1 Short term

There was a single trial in this subgroup. For this outcome, within
this subgroup, we did find evidence that CBT was clearly diJerent
in its eJects compared with 'standard care alone' (MD -0.64 95% CI
-1.16 to -0.12; participants = 60; study = 1).

1.20.2 Medium term

There was a single trial in this subgroup. For this outcome, within
this subgroup, we did not find evidence that CBT was clearly
diJerent in its eJects compared with 'standard care alone' (MD -0.30
95% CI -0.71 to 0.11; participants = 197; study = 1).

1.20.3 Long term

We found one trial to be relevant to this subgroup. For this outcome,
within this subgroup, we found no evidence that CBT was diJerent
in its eJects compared with 'standard care alone' (MD -0.10 95% CI
-0.53 to 0.33; participants = 197; study = 1).

1.21. Mental state: 5c. Specific - delusions (average change score
PsyRATs, high = poor)

1.21.1 Medium term

Tuikington 2002 reported change scores. There was no evidence
of a clear diJerence between CBT and standard care within this

subgroup (MD -0.43 95% CI -1.82 to 0.96; participants = 336; study
= 1) (Analysis 1.21).

1.22 Mental state: 5d. Specific - delusions (average endpoint
score PSYRATs high = poor) (skewed data)

These data were presented in Other data tables because of
excessive skew in the data (Analysis 1.22).

1.23 Mental state: 6a. Specific - negative symptoms (average
endpoint score PANSS sub scale, high = poor)

Twenty-one studies reported negative symptom scores using
PANSS subscale at the short, medium and long term. Two trials
reported short-term data for this outcome as SEs. We used the
RevMan calculator to convert data reported by the other trials (see
Table 5) into SE to enable use in (Analysis 1.23) (Analysis 1.23).

1.23.1 Short term

Short-term data from 12 trials showed a positive eJect for the CBT
group (MD -3.35, 95% CI -3.84 to -2.85; studies = 12).

1.23.2 Medium term

Medium-term data from 13 trials showed a positive eJect for the
CBT group (MD -3.35, 95% CI -3.84 to -2.85; studies = 12)

1.23.3 Long term

Long-term data from 13 trials showed a positive eJect for the CBT
group (MD -1.47, 95% CI -1.94 to -0.99; studies = 13).

All three subgroups had very high heterogeneity (I2 > 75%), and
removing outliers did not alter the result. We could not identify a
cause for the heterogeneity.

1.24 Mental state: 6b. Specific - negative symptoms (average
endpoint score SANS, high = poor)

Four trials reported negative symptoms using SANS (Analysis 1.24).

1.24.1 Short term

Four trials reported short-term data. There was no clear diJerence
between CBT plus standard care and standard care groups (MD
-4.11 95% CI -10.40 to 2.17; participants = 231; studies = 4). This

subgroup had important levels of heterogeneity (Chi2 = 61.03; df

= 3; P < 0.00001; I2 = 95%). The statistical heterogeneity was not
significant aRer removing Wang 2005 from the meta-analysis and
there was still no clear diJerence between the treatment groups
(MD -0.59, 95% CI -1.99 to 0.80). Accordingly, the treatment eJect
was robust to heterogeneity amongst the studies.

1.24.2 Long term

One trial reported long-term data. There was no clear diJerence
between CBT plus standard care and standard care groups (MD
-1.07 95% CI -3.29 to 1.15; participants = 49; study = 1). This result
was the same when using a fixed-eJect model.

1.25 Mental state: 6c. Specific - negative symptoms (average
endpoint score NSRS, high = poor) - medium term

Tuikington 2002 reported data. There was no clear diJerence
between the two treatments groups (MD 0.60, 95% CI -0.05 to 1.25;
participants = 336; study = 1) (Analysis 1.25).
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1.26 Mental state: 7a. Specific - a5ective symptoms (average
endpoint score PANSS sub scale, high = poor)

Seventeen studies reported aJective symptoms using the PANSS
subscale. Two trials reported short-term data for this outcome as
SEs. We used the RevMan calculator to convert data reported by the
other trials (Table 6 ) into SEs to enable use in Analysis 1.26 (Analysis
1.26).

1.26.1 Short term

Short-term data from ten trials showed a positive eJect for CBT (MD
-4.86, 95% CI -5.75 to -3.96; studies = 10).

1.26.2 Medium term

There was no clear diJerence between treatment groups at
medium term (MD -0.80, 95% CI -1.70 to 0.09; studies = 10).

1.26.3 Long term

Long-term data from ten trials showed a positive eJect for CBT(MD
-1.00, 95% CI -1.82 to -0.18; studies = 10)

Heterogeneity was high for all three subgroups (I2 > 60%). The
positive eJect for CBT remained when outliers were removed. We
could not identify the cause of heterogeneity.

1.27 Mental state: 8. Specific - distress (average endpoint score
PsyRATs/SADS, high = poor)

Three trials reported stress scores (Analysis 1.27).

1.27.1 Short term

Freeman 2015 reported short-term data. There was a clear
diJerence, favouring CBT plus standard care (MD -1.10 95% CI -1.77
to -0.43; participants = 140; study = 1). These results remained the
same when using the fixed-eJect model.

1.27.2 Medium term

Birchwood 2014 and Trower 2004 reported medium-term data.
There was no clear diJerence between CBT plus standard care and
standard care alone (MD 0.08, 95% CI -0.50 to 0.66; participants =

226; studies = 2). For this outcome, heterogeneity was high (Chi2 =

2.26; df = 1.0; P = 0.13; I2 = 56%). We failed to find the source of the
heterogeneity.

1.27.3 Long term

Birchwood 2014 found no clear diJerence between treatment
groups in the long term (MD -0.10, 95% CI -0.47 to 0.27; participants
= 197; study = 1). This result remained the same when using the
fixed-eJect model.

1.28 Mental state: 9. Specific - anxiety (average endpoint score
various scales, high = poor)

Ten trials used a variety of measuring scales to report anxiety scores
(Analysis 1.28).

1.28.1 BAI - short term

Barrowclough 2014 and Freeman 2014 reported short-term scores
from the BAI. There was no clear diJerence between the two
treatments groups (MD -0.32, 95% CI -5.40 to 4.77; participants =
105; studies = 2).

1.28.2 SAS - short term

Qin 2014a and Yao 2015 reported short-term scores from the SAS.
There was a clear diJerence between groups with a favourable
eJect for CBT plus standard care (MD -6.21, 95% CI -7.36 to -5.05;
participants = 188; studies = 2).

1.28.3 HAMA - short term

He 2012 reported short-term scores from the HAMA. There was a
clear diJerence between groups, favouring CBT plus standard care
(MD -1.79, 95% CI -2.29 to -1.29; participants = 75; study = 1).

1.28.4 SCL-90 - short term

Zhang 2015 reported short-term scores from the SCL-90. There was
a clear diJerence between groups, favouring CBT plus standard
care (MD -1.43, 95% CI -1.53 to -1.33; participants = 90; study = 1).

1.28.5 BAI - medium term

Barrowclough 2014 and Tarrier 2014 reported medium-term scores
from the BAI. There was no clear diJerence between CBT plus
standard care and standard care groups (MD -1.34, 95% CI -6.55 to
3.87; participants = 108; studies = 2).

1.28.6 BAI - long term

Barrowclough 2014; Fowler 2009 and Garety 2008 reported long-
term scores from the BAI. There was no clear diJerence between
CBT plus standard care and standard care groups (MD 1.5, 95% CI
-1.19 to 4.19; participants = 335; studies = 3).

1.28.7 HADS - long term

Farhall 2009 reported long-term scores from the HADS. There was
no clear diJerence between CBT plus standard care and standard
care groups (MD 0.66, 95% CI -1.22 to 2.54; participants = 92; study
= 1).

1.29 Mental state: 10a. Specific - depression - clinically
important change (no improvement = reduction HAMD score <
25%) - short term

Pan 2012 measured clinically important change in depression,
defining 'no improvement' as less than 25% reduction of the HAMD
score. Similar numbers of participants from both groups showed
'no improvement' - i.e. no advantage for CBT was observed (RR 0.67,
95% CI 0.21 to 2.15; participants = 68; study = 1) (Analysis 1.29).

1.30 Mental state: 10b. Specific - depression (average endpoint
score various scales, high = poor) - short term

Eight trials reported depression scores at the short term from
various scales (Analysis 1.30).

1.30.1 BDI

Edwards 2011 and Freeman 2014 reported BDI scores. There was no
clear diJerence between CBT plus standard care and standard care
groups (MD -1.11, 95% CI -4.25 to 2.03; participants = 78; studies = 2).

1.30.2 SDS

Qin 2014a and Yao 2015 reported SDS scores. There was a clear
diJerence between treatment groups with a favourable eJect for
CBT plus standard care (MD -3.29, 95% CI -4.4 to -2.19; participants
= 188; studies = 2).
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1.30.3 HAMD - short term

Chen 2014 and Pan 2012 reported HAMD scores. There was a clear
diJerence between treatment groups with a favourable eJect for
CBT plus standard care (MD -4.95, 95% CI -6.69 to -3.2; participants
= 143; studies = 2).

1.30.4 SCL-90

Zhang 2015 reported SCL-90 scores. At the short term, there was
a clear diJerence between treatment groups with a favourable
eJect for CBT plus standard care (MD -0.58, 95% CI -0.65 to -0.51;
participants = 90; study = 1).

1.31 Mental state: 10c. Specific - depression (average change
score MADRS, high = poor) - medium term

Tuikington 2002 reported MADRS change scores. At the medium
term, there was no clear diJerence between the two treatments
(MD 0.15, 95% CI -1.26 to 1.56; participants = 336; studies = 1)
(Analysis 1.31).

1.32 Mental state: 10d. Specific - depression (average endpoint
score various scales, high = poor)

Several other trials presented scores from various scales for
depression. They were presented as 'Other data' due to excess skew
(Analysis 1.32).

1.33 Mental state: 11a. Specific - self-esteem (average endpoint
score - various scales, high = good)

Ten trials reported self-esteem scores from various scales (Analysis
1.33).

1.33.1 RSES - short term

Gumley 2003 used the RSES scale to measure self-esteem. At
short-term follow-up, there was no clear diJerence between the
treatment groups (MD 0.40, 95% CI -1.43 to 2.23; participants = 144;
study = 1). This result remained the same when using a fixed-eJect
model.

1.33.2 SES - short term

Qin 2014a and Yao 2015 used the SES to measure self-esteem.
At short-term follow-up, there was a clear diJerence between
treatment groups, favouring CBT plus standard care (MD 3.29, 95%
CI 2.43 to 4.16; participants = 188; studies = 2). This result remained
the same when using a fixed-eJect model.

1.33.3 RSCQ - short term

England 2007 and Freeman 2014 used the RSCQ to measure self-
esteem. At short-term follow-up, there was a clear diJerence
between the two treatment groups (MD 8.29, 95% CI -0.08 to 16.66;
participants = 95; studies = 2). This result remained the same when
using a fixed-eJect model.

1.33.4 GSES - short term

Ma 2016 used the GSES to measure self-esteem. At short-term
follow-up, there was a clear diJerence between treatment groups,
favouring CBT plus standard care (MD 1.48 95% CI 0.05 to 2.91;
participants = 190; study = 1). This result remained the same when
using a fixed-eJect model.

1.33.5 RSES - medium term

Gumley 2003 reported medium-term data from the RSES. There was
not a clear diJerence between treatment groups (MD 0.90, 95% CI
-0.79 to 2.59; participants = 144; study = 1). This result remained the
same when using a fixed-eJect model.

1.33.6 RSCQ - medium term

Jackson 2009 reported medium-term data from the RSCQ. There
was not a clear diJerence between treatment groups (MD 0.40, 95%
CI -7.46 to 8.26; participants = 66; study = 1). This result remained
the same when using a fixed-eJect model.

1.33.7 SERS - medium term

Tarrier 2014 used the SERS to measure self-esteem. At medium-
term follow-up, there was a clear diJerence between treatment
groups, favouring CBT plus standard care (MD 16.9, 95% CI 1.25 to
32.55; participants = 35; study = 1). This result remained the same
when using a fixed-eJect model.

1.33.8 GSES - medium term

Lu 2014 reported medium-term data from the GSES. There was
a clear diJerence between treatment groups, favouring CBT plus
standard care (MD 0.76, 95% CI 0.53 to 0.99; participants = 104; study
= 1). This result remained the same when using a fixed-eJect model.

1.33.9 RSES - long term

Farhall 2009 and Gumley 2003 reported long-term data from the
RSES. There was no clear diJerence between treatment groups (MD
-0.33, 95% CI -1.79 to 1.14; participants = 236; studies = 2). This result
remained the same when using a fixed-eJect model.

1.33.10 RSCQ - long term

England 2007 and Jackson 2009 reported long-term data from the
RSCQ. There was no clear diJerence between treatment groups (MD
6.23, 95% CI -8.56 to 21.03; participants = 131; studies = 2). For this

outcome, heterogeneity was high (Chi2 = 6.05; df = 1; P = 0.01; I2 =
83%). We failed to find the source of the heterogeneity.

1.34 Mental state: 11b. Specific - self-esteem (average endpoint
score various scales) - short term (skewed data)

These data are presented in Other data tables because of a marked
skew in the data which makes it diJicult to interpret the findings
(Analysis 1.34).

1.35 Mental state: 12a. Specific - insight (average endpoint score
various scales, high = good)

Four trials reported insight scores using various scales (Analysis
1.35).

1.35.1 ITAQ - short term

Zhang 2014 used the ITAQ to measure insight. At the short term,
there was a clear diJerence between treatment groups, favouring
CBT plus standard care (MD 4.92, 95% CI 3.19 to 6.65; participants
= 75; study = 1).

1.35.2 BCIS - medium term

Granholm 2005 used the BCIS to measure insight. At medium-term
follow-up, there was no clear diJerence between treatment groups
(MD 1.33, 95% CI -1.24 to 3.90; participants = 65; study = 1).
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1.35.3 ITAQ - medium term

Startup 2004 used the ITAQ to measure insight. At medium-term
follow-up, there was no clear diJerence between treatment groups
(MD -0.10, 95% CI -2.97 to 2.77; participants = 74; study = 1).

1.35.4 SRIS - long term

Farhall 2009 used the SRIS to measure insight. At the long term,
there was not a clear diJerence between treatment groups (MD
0.02, 95% CI -1.3 to 1.34; participants = 92; study = 1).

1.35.5 BCIS - long term

Granholm 2005 reported long-term scores from the BCIS. There was
no clear diJerence between the two treatments (MD -0.54, 95% CI
-3.7 to 2.62; participants = 64; study = 1).

1.35.6 ITAQ - long term

Startup 2004 reported long-term scores from the ITAQ.. There was
not a clear diJerence between the treatment groups (MD 0.40, 95%
CI -2.2 to 3.0; participants = 74; study = 1).

1.36 Mental state: 12b. Specific - insight (average endpoint score
SAI, high = good)

One trial reported short-term SEs for this outcome and two other
trials reported mean and SD. We used the RevMan calculator to
convert relevant data presented in Table 7 into SE for use in Analysis
1.36.

1.36.1 Short term

A favourable eJect for CBT was found at the short term (MD 6.50,
95% CI 5.84 to 7.16; studies = 3).

1.36.2 Medium term

No clear diJerence between treatment groups was observed at the
medium term (MD 1.60, 95% CI -0.19 to 3.39; studies = 1).

1.36.3 Long term

A favourable eJect for CBT was found at the long term (MD 2.90, 95%
CI 0.96 to 4.84; studies = 1)

1.37 Mental state: 12c. Specific - insight (average change score
SAI, high = good) - medium term

Tuikington 2002 reported SAI change scores for insight. At medium-
term follow-up, there was no clear diJerence between treatment
groups (MD -0.69, 95% CI -1.41 to 0.03; participants = 336; study =
1) (Analysis 1.37).

1.38 Mental state: 13. Specific - well-being (average endpoint
WEMW score, high = good) - short term

Freeman 2014 and Freeman 2015 reported short-term scores for
well being. There was a favourable eJect for CBT plus standard
care (MD 4.08, 95% CI 0.90 to 7.26; participants = 170; studies = 2)
(Analysis 1.38).

1.39 Mental state: 14a. Specific - various other symptoms
(average endpoint score, high = poor)

Six trials reported on a variety of other specific mental state
symptoms, using various scales (Analysis 1.39).

1.39.1 Psychotic symptoms - SCL-90 - short term

Zhang 2015 reported data for this outcome. There was a favourable
eJect for CBT plus standard care (MD -0.58, 95% CI -0.72 to -0.44;
participants = 90; study = 1).

1.39.2 Somatisation - SCL-90 - short term

Zhang 2015 reported data for this outcome. There was a favourable
eJect for CBT plus standard care (MD -1.86, 95% CI -1.98 to -1.74;
participants = 90; study = 1).

1.39.3 Sensitivity of interpersonal relationship - SCL-90 - short term

Zhang 2015 reported data for this outcome. There was a favourable
eJect for CBT plus standard care (MD -1.1, 95% CI -1.19 to -1.01;
participants = 90; study = 1).

1.39.4 Obsessive-compulsive disorder - SCL-90 - short term

Zhang 2015 reported data for this outcome. There was a favourable
eJect for CBT plus standard care (MD -1.29, 95% CI -1.36 to -1.22;
participants = 90; study = 1).

1.39.5 Hostility - SCL-90 - short term

Zhang 2015 reported data for this outcome. There was a favourable
eJect for CBT plus standard care (MD -0.84, 95% CI -1.0 to -0.68;
participants = 90; study = 1).

1.39.6 Phobia - SCL-90 - short term

Zhang 2015 reported data for this outcome. There was a favourable
eJect for CBT plus standard care (MD -0.51, 95% CI -0.61 to -0.41;
participants = 90; study = 1).

1.39.7 Paranoia - SCL-90 - short term

Zhang 2015 reported data for this outcome. There was a favourable
eJect for CBT plus standard care (MD -0.7, 95% CI -0.8 to -0.6;
participants = 90; study = 1).

1.39.8 Paranoia - GPTS - short term

Freeman 2014 and Freeman 2015 reported data for this outcome.
There was a favourable eJect for CBT plus standard care (MD -13.32,
95% CI -22.97 to -3.68; participants = 170; studies = 2). For this

outcome, heterogeneity was low (Chi2 = 0.01; df = 1; P = 0.93; I2 =
0%).

1.39.9 Worry - PSWQ - short term

Freeman 2015 reported data for this outcome. There was a
favourable eJect for CBT plus standard care (MD -3.70, 95% CI -7.12
to -0.28; participants = 141; study = 1).

1.39.10 Rumination - PTQ - short term

Freeman 2015 reported data for this outcome. There was a
favourable eJect for CBT plus standard care (MD -5.40, 95% CI -8.96
to -1.84; participants = 135; study = 1).

1.39.11 Hopelessness - BHS - medium term

Birchwood 2014 and Tarrier 2014 reported data for this outcome.
There was no clear diJerence between treatment groups (MD -0.56,
95% CI -1.93 to 0.82; participants = 232; studies = 2).
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1.39.12 Hopelessness - BHS - long term

Birchwood 2014 and Fowler 2009 reported data for this outcome.
There was no clear diJerence between treatment groups (MD 0.74,
95% CI -0.54 to 2.01; participants = 268; studies = 2).

1.40 Mental state: 14b. Specific - various other symptoms
(average endpoint score SCL-90, high = poor) - long term

Li 2015a reported on a variety of other specific mental state
symptoms, using the SCL-90, however these data were skewed and
were presented as 'Other data' (Analysis 1.40).

1.41 Adverse e5ect/event(s): 1a. General - any adverse event

Li 2014 and Pan 2012 reported incidence of 'any adverse event'.
There was a clear diJerence between treatment groups with fewer
reports of adverse events in the CBT plus standard care groups (RR
0.44, 95% CI 0.27 to 0.72; participants = 146; studies = 2; very low-
quality evidence). This result was presented in the SOF table as an
outcome of importance. The quality of evidence was very low due to
serious risk of bias of the included studies, very small sample size,
and a very low number of events (Analysis 1.41).

1.42 Adverse e5ect/event(s): 1b. General (average total
endpoint score TESS, high = poor) - medium term

Chen 2015 and Qiu 2014b reported TESS scores. At medium-term
follow-up, there was no clear diJerence between treatment groups
(MD 0.24, 95% CI -1.43 to 1.9; participants = 109; studies = 2, Analysis
1.42).

1.43 Adverse e5ect/event(s): 2a. Specific - various e5ects

Li 2014 reported incidence of various specific adverse eJects
(Analysis 1.43).

1.43.1 Drowsiness

There was no clear diJerence between treatment groups for this
outcome (RR 0.53, 95% CI 0.05 to 5.57; participants = 78; study = 1).

1.43.2 Headache

There was no clear diJerence between treatment groups for this
outcome (RR 1.05, 95% CI 0.07 to 16.24; participants = 78; study = 1).

1.43.3 Mild lactation

There was no clear diJerence between treatment groups for this
outcome (RR 0.15, 95% CI 0.01 to 2.81; participants = 78; study = 1).

1.43.4 Opsomenorrhea

There was no a clear diJerence between treatment groups for this
outcome (RR 0.21, 95% CI 0.01 to 4.24; participants = 78; study = 1).

1.44. Adverse e5ect/event(s): 2b. Specific - suicide attempt

Garety 2008 and Grawe 2006 reported suicide attempts. There
was no clear diJerence between the CBT plus standard care and
standard care groups (RR 1.84, 95% CI 0.84 to 4.04; participants =
323; studies = 2) (Analysis 1.44).

1.45 Adverse e5ect/event(s): 2c. Specific - death

1.45.1 Any cause

Nine trials reported deaths (any cause). There was no clear
diJerence between the CBT plus standard care and standard care

groups (RR 0.78, 95% CI 0.38 to 1.58; participants = 1341; studies =
9) (Analysis 1.45).

1.46 Functioning: 1. General (average endpoint score GAF, high =
good)

Six trials reported GAF general functioning scores (Analysis 1.46).

1.46.1 Short term

Barrowclough 2014 reported short-term data. There was no clear
diJerence between treatment groups (MD -0.68, 95% CI -5.82 to
4.47; participants = 72; study = 1). The result remained the same
when using a fixed-eJect model.

1.46.2 Medium term

Five trials reported medium-term data. There was no clear
diJerence between treatment groups (MD 3.37, 95% CI -1.66 to 8.41;
participants = 482; studies = 5). For this outcome heterogeneity

was high (Chi2 = 11.12; df = 4; P = 0.03; I2 = 64%). The statistical
heterogeneity was not significant aRer removing Startup 2004 from
the meta-analysis (MD 1.19, 95% CI -3.02 to 5.40). Accordingly, the
treatment eJect was robust to heterogeneity amongst the studies.

1.46.3 Long term

Five trials reported long-term data. There was no clear diJerence
between treatment groups (MD 1.79, 95% CI -1.95 to 5.53;
participants = 446; studies = 5). For this subgroup, heterogeneity

was moderately high (Chi2 = 8.13; df = 4.0; P = 0.09; I2 = 51%).
The statistical heterogeneity was not significant aRer removing
Startup 2004 from the meta-analysis (MD -0.15, 95% CI -2.38 to
2.07). Accordingly, the treatment eJect was robust to heterogeneity
amongst the studies.

1.47 Functioning: 2a. Social (average endpoint ILSS, high =
good)

Granholm 2005 reported data for social functioning using the ILSS
(Analysis 1.47).

1.47.1 Medium term

No clear diJerence between treatment groups was observed at the
medium term (MD 0.04, 95% CI -0.02 to 0.09; participants = 61;
studies = 1).

1.47.2 Long term

No clear diJerence between treatment groups was observed at the
long term (MD 0.05, 95% CI 0.00 to 0.11; participants = 63; studies
= 1).

1.48 Functioning: 2b. Social (average endpoint SFS, high = good)

Two trials (Barrowclough 2001 and Startup 2004) reported social
functioning data from the SFS (Analysis 1.48).

1.48.1 Medium term

A clear diJerence between treatment groups, favouring CBT plus
standard care, was observed at the medium term (MD 7.23, 95% CI
2.91 to 11.55; participants = 92; studies = 2).
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1.48.2 Long term

A clear diJerence between treatment groups, favouring CBT plus
standard care, was observed at the long term (MD 6.88, 95% CI 1.99
to 11.76; participants = 103; studies = 2).

1.49 Functioning: 2c. Social (average endpoint SOFAS, high =
good)

Four trials reported social functioning data using the SOFAS
(Analysis 1.49).

1.49.1 Short term

Edwards 2011 reported short-term data. No clear diJerence
between treatment groups was observed (MD 0.98, 95% CI -4.40 to
6.36; participants = 48; studies = 1).

1.49.1 Medium term

Gleeson 2009 reported medium-term data. No clear diJerence
between treatment groups was observed (MD -1.00, 95% CI -8.02 to
6.02; participants = 81; studies = 1).

1.49.2 Long term

Fowler 2009 and Garety 2008 reported long-term data. No clear
diJerence between treatment groups was observed (MD 0.56, 95%
CI -2.64 to 3.76; participants = 295; studies = 2; very low-quality
evidence). This result was presented as an 'important outcome'
in the SOF table. The quality of evidence for this result was very
low due to high risk of bias across several domains, a low number
of studies with a low sample size, and low number of events
contributing data. These data are also scale data and did not
measure a clinically important change in social functioning.

1.50 Functioning: 2d. Social (average endpoint PSP, high = good)

Two trials (Guo 2015; Wang 2015) reported social functioning data
from PSP at the short, medium and long term (Analysis 1.50).

1.50.1 Short term

A clear diJerence between treatment groups, favouring CBT plus
standard care, was observed at the short term (MD 7.96, 95% CI 3.15
to 12.78; participants = 92; studies = 2).

1.50.2 Medium term

A clear diJerence between treatment groups, favouring CBT plus
standard care, was observed at the medium term (MD 7.23, 95% CI
2.91 to 11.55; participants = 92; studies = 2).

1.50.3 Long term

A clear diJerence between treatment groups, favouring CBT plus
standard care, was observed at the long term (MD 12.66, 95% CI 8.65
to 16.67; participants = 92; studies = 2).

1.51 Functioning: 2e. Social (average endpoint UPSA, high =
good)

Granholm 2005 reported social functioning data using the UPSA
(Analysis 1.51).

1.51.1 Medium term

No clear diJerence between treatment groups was observed at the
medium term (MD -0.01, 95% CI -0.10 to 0.08; participants = 64;
studies = 1).

1.51.2 Long term

No clear diJerence between treatment groups was observed at the
long term (MD 0.02, 95% CI -0.07 to 0.11; participants = 58; studies
= 1).

1.52 Functioning: 3. Life skills (average endpoint score LSP, high
= poor)

1.52.1 Long term

Farhall 2009 reported endpoint scores at the long term for life skills
using the LSP. No clear diJerence between treatment groups was
observed (MD -3.32, 95% CI -8.40 to 1.76; participants = 92; studies
= 1) (Analysis 1.52).

1.53 Functioning: 4a. Cognitive - overall (average total endpoint
score WCST, high = poor)

Li 2015 reported cognitive functioning data from the WCST (Analysis
1.53).

1.53.1 Medium term

No clear diJerence between treatment groups was observed at the
medium term (MD -0.30, 95% CI -8.89 to 8.29; participants = 100;
studies = 1).

1.53.2 Long term

A clear diJerence between treatment groups, favouring CBT plus
standard care, was observed at the long term (MD -9.80, 95% CI
-17.76 to -1.84; participants = 100; studies = 1).

1.54 Functioning: 4b. Cognitive - memory (average endpoint
score WMS, high = good)

1.54.1 Short term

Sun 2014 reported short-term data from the WMS, and a favourable
eJect for CBT plus standard care was observed (MD 9.33, 95% CI
1.54 to 17.12; participants = 100; studies = 1).

1.55 Functioning: 4c. Cognitive - memory (average endpoint
score CMS, high = good)

Li 2015 reported scores from the CMS (Analysis 1.55).

1.55.1 Medium term

No clear diJerence between treatment groups was observed at the
medium term (MD 0.40, 95% CI -7.42 to 8.22; participants = 100;
studies = 1).

1.55.2 Long term

No clear diJerence between treatment groups was observed at the
long term (MD 0.90, 95% CI -6.24 to 8.04; participants = 100; studies
= 1).

1.56 Functioning: 4d. Congitive - various (average endpoint
score MCCB, high = poor) - medium term

Hu 2013 reported medium-term MCCB scores for various aspects of
cognitive functioning (Analysis 1.56).

1.56.1 Continuous performance

A favourable eJect for CBT plus standard care was observed (MD
-44.10, 95% CI -52.40 to -35.80; participants = 79; studies = 1).
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1.56.2 Mood management

A favourable eJect for CBT plus standard care was observed (MD
-1.60, 95% CI -2.15 to -1.05; participants = 79; studies = 1).

1.56.3 Sematic influencing

A favourable eJect for CBT plus standard care was observed (MD
-2.40, 95% CI -4.63 to -0.17; participants = 79; studies = 1).

1.56.4 Verbal memory

A favourable eJect for CBT plus standard care was observed (MD
-2.80, 95% CI -5.06 to -0.54; participants = 79; studies = 1).

1.56.5 Visual memory

No clear diJerence between treatment groups was observed (MD
-2.60, 95% CI -5.64 to 0.44; participants = 79; studies = 1).

1.57 Functioning: 5. Intelligence (average endpoint score WAIS,
high = good)

Sun 2014 reported WAIS 'intelligence' scores (Analysis 1.57).

1.57.1 Short term

At the short term, no clear diJerence between treatment groups
was observed (MD 4.89, 95% CI -2.43 to 12.21; participants = 100;
studies = 1).

1.57.2 Medium term

At the medium term, a clear eJect, favouring CBT plus standard care
was observed (MD 11.83, 95% CI 9.27 to 14.39; participants = 80;
studies = 1).

1.58 Functioning: 6. Disability (SE data, WHODAS, high = poor)

Naeem 2016 reported SE from the WHODAS and found a clear
diJerence between treatment groups, favouring CBT plus standard
care ( (MD -10.52, 95% CI -14.65 to -6.39; studies = 1) (Analysis 1.58).

1.59 Quality of life: 1a. General (average total endpoint score
various scales, high = good) - short term

Two trials reported scores for general quality of life at short-term
follow-up (Analysis 1.59).

1.59.1 QLS

Edwards 2011 reported scores from QLS. No clear diJerence
between treatment groups was observed (MD -1.90, 95% CI -10.63
to 6.83; participants = 48; studies = 1).

1.59.2 WHOQOL-BREF

Wang 2015 reported scores from WHOQOL-BREF. No clear
diJerence between treatment groups was observed (MD 6.64, 95%
CI -1.36 to 14.64; participants = 28; studies = 1).

1.60 Quality of life: 1b. General (average total endpoint score
various scales, high = good) - medium term

1.60.1 WHOQOL-BREF

Wang 2015 also reported medium term scores from WHOQOL-
BREF. A clear diJerence between treatment groups, favouring CBT
plus standard care, was observed (MD 8.20, 95% CI 0.66 to 15.74;
participants = 28; studies = 1).

1.61 Quality of life: 1c. General (average total endpoint score
various scales, high = good) - long term

Four trials reported long-term scores from various scales for general
quality of life (Analysis 1.61).

1.61.1 QLS

Fowler 2009 used the QLS. No clear diJerence between treatment
groups was observed (MD -3.60, 95% CI -11.32 to 4.12; participants
= 71; studies = 1; very low-quality evidence).This result was used in
the SOF table but given a grading of very low-quality evidence due
to very small sample size and the data reported were not clinically
important changes in quality of life.

1.61.2 GQOLI-74

Cao 2014 reported GQOLI-74 scores. A favourable eJect for CBT
plus standard care was observed (MD 2.82, 95% CI 1.62 to 4.02;
participants = 80; studies = 1).

1.61.3 WHOQOL-BREF

Wang 2015 reported WHOQOL-BREF scores. A favourable eJect for
CBT plus standard care was observed (MD 8.85, 95% CI 1.01 to 16.69;
participants = 28; studies = 1).

1.61.4 EuroQOL

Garety 2008 reported EuroQOL scores. No clear diJerence between
treatment groups was observed (MD -4.50, 95% CI -10.65 to 1.65;
participants = 190; studies = 1).

1.62 Quality of life: 1d. General (average total endpoint score
SQLS, high = poor)

1.62.1 Medium term

Lu 2014 reported SQLS scores. A favourable eJect for CBT plus
standard care was observed (MD -29.50, 95% CI -40.28 to -18.72;
participants = 104; studies = 1) (Analysis 1.62).

1.63 Quality of life: 2a. Specific - physical (average endpoint
score WHQOL-BREF, high = good)

Two trials reported data for physical quality of life using WHQOL-
BREF (Analysis 1.63).

1.63.1 Short term

Wang 2015 reported short-term scores. No clear diJerence between
treatment groups was observed (MD 1.71, 95% CI -1.01 to 4.43;
participants = 28; studies = 1).

1.63.2 Medium term

Gleeson 2009 and Wang 2015 reported medium-term scores. A
favourable eJect for CBT plus standard care was observed (MD 2.60,
95% CI 0.20 to 5.00; participants = 109; studies = 2).

1.63.3 Long term

Wang 2015 reported long-term scores. A favourable eJect for CBT
plus standard care was observed (MD 2.71, 95% CI 0.11 to 5.31;
participants = 28; studies = 1).
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1.64 Quality of life: 2b. Specific - physical (average endpoint
score GQOLI-74, high = good)

1.64.1 Long term

Cao 2014 reported GQOLI-74 scores and observed a favourable
eJect for CBT plus standard care at the long term (MD 13.69, 95% CI
9.62 to 17.76; participants = 80; studies = 1).

1.65 Quality of life: 3a. Specific - psychological (average
endpoint score WHQOL-BREF, high = good)

Two trials reported psychological scores from the WHQOL-BREF
(Analysis 1.65).

1.65.1 Short term

Wang 2015 reported short-term scores. A favourable eJect for CBT
plus standard care was observed (MD 2.22, 95% CI 0.28 to 4.16;
participants = 28; studies = 1).

1.65.2 Medium term

Gleeson 2009 and Wang 2015 reported medium-term scores. A
favourable eJect for CBT plus standard care was observed (MD 2.52,
95% CI 0.71 to 4.33; participants = 109; studies = 2).

1.65.3 Long term

Wang 2015 reported long-term scores. A favourable eJect for CBT
plus standard care was observed (MD 2.37, 95% CI 0.56 to 4.18;
participants = 28; studies = 1).

1.66 Quality of life: 3b. Specific - psychological (average
endpoint score GQOL-74, high = good)

1.66.1 Long term

Cao 2014 reported long-term psychological scores from the
GQOL-74. A favourable eJect for CBT plus standard care was
observed (MD 17.03, 95% CI 13.07 to 20.99; participants = 80; studies
= 1) (Analysis 1.66).

1.67 Quality of life: 3c. Specific - psychological (average
endpoint score SQLS, high = poor)

1.67.1 Medium term

Chen 2015 used the SQLS and reported medium-term
psychological scores. No clear diJerence between treatment
groups was observed (MD -1.26, 95% CI -5.19 to 2.67; participants =
50; studies = 1) (Analysis 1.67).

1.68 Quality of life: 4a. Specific - various other aspects (average
endpoint score WHQOL-BREF, high = good) - short term

Wang 2015 reported short-term WHQOL-BREF scores for various
other aspects of quality of life (Analysis 1.68).

1.68.1 Environment

No clear diJerence between treatment groups was observed (MD
1.82, 95% CI -1.71 to 5.35; participants = 28; studies = 1).

1.68.2 Social relationship

No clear diJerence between treatment groups was observed (MD
0.87, 95% CI -0.62 to 2.36; participants = 28; studies = 1).

1.69 Quality of life: 4b. Specific - various other aspects (average
endpoint score various scales, high = good) - medium term

Three trials reported medium-term scores from WHOQOL-BREF and
SF-36 for various other aspects of quality of life (Analysis 1.69).

1.69.1 Environment (WHOQOL-BREF)

Gleeson 2009 and Wang 2015 reported WHOQOL-BREF
environment scores. No clear diJerence between treatment groups
was observed (MD 2.56, 95% CI -0.21 to 5.34; participants = 109;
studies = 2).

1.69.2 Physical functioning (SF-36)

Liu 2012 reported SF-36 physical functioning scores. A favourable
eJect for CBT plus standard care was observed (MD 22.30, 95% CI
17.65 to 26.95; participants = 89; studies = 1).

1.69.3 Role emotional (SF-36)

Liu 2012 reported SF-36 role emotional scores. A favourable eJect
for CBT plus standard care was observed (MD 26.90, 95% CI 19.74 to
34.06; participants = 89; studies = 1).

1.69.4 Role Physcial (SF-36)

Liu 2012 reported SF-36 role physical scores. A favourable eJect for
CBT plus standard care was observed (MD 31.20, 95% CI 25.94 to
36.46; participants = 89; studies = 1).

1.69.5 Social Relationship (WHOQOL-BREF)

Gleeson 2009 and Wang 2015 reported WHOQOL-BREF social
relationship scores. No clear diJerence between treatment groups
was observed (MD 0.90, 95% CI -0.60 to 2.39; participants = 109;
studies = 2).

1.70 Quality of life: 4c. Specific - various other aspects (average
endpoint score various scales, high = good) - long term

Two trials reported long-term data on various other aspects of
quality of life (Analysis 1.70).

1.70.1 Environment (WHOQOL-BREF)

Wang 2015 reported WHOQOL-BREF environment scores. No clear
diJerence between treatment groups was observed (MD 2.76, 95%
CI -0.31 to 5.83; participants = 28; studies = 1).

1.70.2 Social function (GQOLI-74)

Cao 2014 reported GQOLI-74 social function scores. A favourable
eJect for CBT plus standard care was observed (MD 16.19, 95% CI
11.72 to 20.66; participants = 80; studies = 1).

1.70.3 Social relationship (WHOQOL-BREF)

Wang 2015 reported WHOQOL-BREF social relationship scores. No
clear diJerence between treatment groups was observed (MD 1.02,
95% CI -0.55 to 2.59; participants = 28; studies = 1).

1.71 Quality of life: 4d. Specific - various other aspects (average
endpoint score various scales, high = poor) - long term

Three trials used the SQLS and SDSS to report various other aspects
of quality of life at long-term follow-up (Analysis 1.71).
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1.71.1 Insight/treatment attitude (SQLS)

Chen 2015 reported SQLS insight/treatment attitude scores. A
favourable eJect for standard care was observed (MD 3.14, 95% CI
1.96 to 4.32; participants = 50; studies = 1).

1.71.2 Motivation/vitality (SQLS)

Chen 2015 and Lu 2014 reported SQLS motivation/vitality scores.
A favourable eJect for CBT plus standard care was observed (MD
-3.43, 95% CI -5.45 to -1.40; participants = 154; studies = 2).

1.71.3 Social function (SDSS)

Qiu 2014b reported SDSS social function scores. A favourable eJect
for CBT plus standard care was observed (MD -1.51, 95% CI -2.34 to
-0.68; participants = 59; studies = 1).

1.71.4 Symptoms/side e5ects (SQLS)

Chen 2015 reported SQLS symptoms/side eJects scores. No
diJerence between treatment groups was observed (MD -0.25, 95%
CI -2.76 to 2.26; participants = 50; studies = 1).

1.72 Quality of life: 5a. Specific - psychological (average
endpoint score SQLS, high = poor) - medium term data (skewed
data)

Data for this outcome were presented as Other data because of
marked skew (Analysis 1.72), which makes it diJicult to interpret
the findings.

1.73 Quality of life: 5b. Specific - role functioning (average
endpoint score QLS, high = good) - long term (skewed data)

Data for this outcome were presented as Other data because of
marked skew (Analysis 1.73), which makes it diJicult to interpret
the findings.

1.74 Quality of life: 5c. Specific - symptoms/side e5ects (average
endpoint score SQLS, high = poor) - medium term (skewed data)

Data for this outcome were presented as Other data because of
marked skew (Analysis 1.74), which makes it diJicult to interpret
the findings.

1.75 Satisfaction with treatment: 1. Leaving the study early - for
any reason

We were able to collect leaving the study data from 35 trials
(Analysis 1.75).

1.75.1 Short term

Short-term data from 12 trials showed no clear diJerence between
treatment groups (RR 1.02, 95% CI 0.77 to 1.35; participants = 1214;
study = 12).

1.75.2 Medium term

Medium-term data from 11 trials showed no clear diJerence
between treatment groups (RR 0.91, 95% CI 0.74 to 1.11;
participants = 1402; studies = 11).

1.75.3 Long term

Long-term data from 19 trials showed no clear diJerence between
treatment groups (RR 0.93, 95% CI 0.77 to 1.12; participants = 1945;
studies = 19; moderate-quality evidence). This result was presented
in the SOF table and was graded as moderate quality as leaving the

study early data are a 'proxy measure' for predicting satisfaction
with treatment.

1.76 Engagement with services: 1a. Compliance to medication

Six trials reported numbers of participants compliant with
medication (Analysis 1.76).

1.76.1 Short term

Cao 2014; Chen 2014; Zhang 2014; and Zou 2013 reported short-
term data. No clear diJerence between treatment groups was
observed (RR 1.45, 95% CI 0.81 to 2.60; participants = 261; studies

= 4). For this subgroup, heterogeneity was high (Chi2 = 38.64; df

= 3.0; P = 0.0003; I2 = 81%). The statistical heterogeneity was still
significant aRer leaving out trials one by one. We failed to find the
source of the heterogeneity.

1.76.2 Medium term

Pan 2012 and Qiu 2014b reported medium-term data. A favourable
eJect for CBT plus standard care was observed (RR 1.23, 95% CI
1.02 to 1.49; participants = 128; studies = 2). The result remained the
same when using a fixed-eJect model.

1.76.3 Long term

Cao 2014 and Pan 2012 reported long-term data. A favourable eJect
for CBT plus standard care was observed (RR 1.35, 95% CI 1.1 to 1.65;
participants = 148; studies = 2). The result remained the same when

using a fixed-eJect model (Chi2 = 0.63; df = 1.0; P = 0.43; I2 = 0%).

1.77 Engagment with services: 1b. Refusing treatment

Li 2013a and Wang 2012 reported the number of participants
refusing treatment at the short term. No clear diJerence between
treatment groups was observed (RR 0.49, 95% CI 0.18 to 1.38;
participants = 190; studies = 2) (Analysis 1.77).

1.78 Engagement with services: 1c. Compliance with medication
(average endpoint score MARS, high = good)

Two trials measured compliance with medication using MARS
(Analysis 1.78).

1.78.1 Medium term

Gleeson 2009 reported medium-term data. No clear diJerence
between treatment groups was observed (MD -0.60, 95% CI -1.41 to
0.21; participants = 81; study = 1).

1.78.2 Long term

Qian 2012 reported long-term data. A favourable eJect for CBT
plus standard care was observed (MD 38.02, 95% CI 33.48 to 42.56;
participants = 90; study = 1).

2. Sensitivity analyses

Where relevant, we carried out sensitivity analyses.

2.1. Blinding

Sensitivity analysis showed that there was no substantial
diJerence between results including trials with non-blind outcome
assessment and results excluding trials with non-blind outcome
assessment (Analysis 2.1; Analysis 2.2).
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2.3 Well-defined CBT versus less-well-defined CBT

ARer removing trials with less-well-defined CBT, there was not a
clear diJerence between CBT and standard care for relapse rate
at the medium term (Analysis 3.1) and global state improvement
at the long term (Analysis 3.3). No clear diJerence in results was
found when trials with less-well-defined CBT were excluded from
the meta-analyses of the other primary outcomes (Analysis 3.2;
Analysis 3.4).

2.4 Therapist experience

ARer removing trials with less experienced therapists of CBT, there
was not a clear diJerence between CBT and standard care for global
state improvement at the long term (Analysis 4.3) and mental state
improvement at the short term (Analysis 4.4). No clear diJerence in
results were found when trials with less experienced therapists are
excluded from the meta-analyses of the primary outcome (Analysis
4.1; Analysis 4.2; Analysis 4.5).

2.5 Assumptions for lost binary data

No clear diJerence in results was found between results derived
from completers only and results with an assumption for missing
data (Analysis 5.1; Analysis 5.2).

2.6. Imputed values

Only one trial was a cluster-randomised controlled trial (Zou 2013),
which contributed data for relapse at the short term. No clear
diJerence in results was found when the trial with imputed values
was excluded from the meta-analyses of the primary outcome
(Analysis 6.1).

2.7. Fixed- and random-e5ects

No substantive diJerence in results was found when we combined
data using a random-eJects model for the primary outcome
(Analysis 7.1).

3. Subgroup analysis

3.1 Standard care including antipsychotics as opposed to
standard care not including antipsychotics

In 60 trials, CBT was added to standard care where it was clear that
standard care included prescription antipsychotics. For six trials
(Fowler 2009; Gleeson 2009; Trower 2004; Tuikington 2002; Zhang
2015), it was not clear if antipsychotics were part of standard care
during the trial period. No trial clearly stated that standard care
did not include antipsychotics, so we were unable to conduct a
subgroup analysis.

D I S C U S S I O N

Summary of main results

This review now includes 60 trials comparing CBT plus standard
care with standard care alone. Prespecified outcomes were
included in the Summary of findings for the main comparison and,
where those outcomes were not available, the finding that we
judged closest to the first pre-stipulated one was used.

1. Global state: Relapse - long term; clinically important
change

We chose to measure this outcome at the long term as we thought
this was likely to be the most clinically important. Considerable
investment is made within CBT therapy and any benefit, therefore,
should be expected not to be transient. The trialists also seemed
to concur with this by reporting data for the important outcome
of 'relapse' over various but protracted periods that fell into our
category of 'long term' (13 RCTs, 1538 people). We could only grade
the evidence as 'low quality' and there is not a clear diJerence
between groups (RR 0.78, 95% CI 0.61 to 1.00). However, no clear
evidence of eJect is not the same as evidence of no eJect and
these data are compatible with an important degree of relapse
reduction across a year. However, taking the point estimate of
these figures as correct, assuming more data would only increase
the precision of the result, around 12 people would need to be
treated in order to avoid one relapse. This could suggest that CBT
may have something to oJer over and above standard care, in
unblinded trials, largely undertaken by those who were very skilled
CBT practitioners - but not that much to oJer, and at considerable
expense. The second global state outcome (clinically important
change) was rarely reported (2 RCTs, 82 participants), and although
this was more favourable for the CBT group, the quality of data had
to be graded as 'very low'.

2. Mental state: General - clinically important change

Although not statistically significant, this finding does concur with
the global findings in that there is some support for CBT having
some positive eJect. The quality of evidence had to be graded as
'very low' for the reasons specified in the Summary of findings
for the main comparison, and any eJect, even if it should really
exist, is modest. By now, with the maturity of this question and the
trials being undertaken addressing this question, findings should
really be of higher quality, and greater precision. Despite every
eJort to bring mental state measures together, the trials in this
review reported on this outcome in 38 diJerent ways. Many results
based on endpoint or change scores did favour the CBT group.
With a 'glass-half-full' approach, this could be seen as encouraging;
with a 'glass-half-empty' approach, it could be seen as a wasteful
chaos of measurement of outcomes of unclear clinical meaning,
and opening opportunities for inclusion of bias.

3. Adverse events: General: any adverse event

Adverse eJects of the talking therapies are rarely reported
and talking therapy approaches can have adverse consequences
(McMurran 2016); the studies included in this review are no
exception to the poor reporting trend in this area of care. However,
there are some data on adverse events and these very-low quality
data do favour the CBT groups (RR 0.44, 95% CI 0.27 to 0.72).
This is important, albeit from very few data. If CBT does help
people avoid adverse events - such as self-harm - this might be
further investigated but probably in qualitative work. Replicating
this finding within more trials could be prohibitively expensive as
the sample size would have be large, and the eventual investment
for self-harm saved painfully high.

4. Functioning: Social - clinically important change in social
functioning

We were surprised that no trial reported this outcome so we had to
employ a proxy measure for the Summary of findings for the main
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comparison. Future trials could just ask a binary question to clarify
this important issue. The average endpoint score on the relevant
scale (SOFAS) was not clearly diJerent between the groups. We are
unclear of the clinical meaning of changes on the SOFAS, but scales
tend to measure fine-grained changes - and even with that, no real
eJect was identified. Although all data were of very low quality,
the fact that this important aspect of functioning is seemingly
unaJected by CBT is a clinical disappointment. It would seem that
this is a highly important outcome for the families of people with
schizophrenia.

5. Quality of life: General - clinically important change

The same issue applies to this outcome as it did for the functioning
measure above. Surprisingly, we had to employ a proxy measure,
this fine-grained measure provided equivocal very low-quality
data, and again with no suggestion of any eJect. It would seem
likely that this is an outcome of major importance to people with
schizophrenia.

6. Satisfaction with treatment: Leaving the study early - long
term

These studies were good at retaining people across the long
term with < 20% leaving by around one year. There was no
clear diJerence between the two groups (19 RCTs, 1945 people,
moderate-quality evidence). CBT seems not to be oJ-putting to
people - but nor does it keep any more in care.

Overall completeness and applicability of evidence

1. Completeness

For the completeness of the evidence, the completeness of
participants and interventions was good, but the outcomes were
not. Reporting on outcomes of key importance was patchy, and
only 28% of the included studies reported our primary outcomes.
In addition, very few studies reported clinically important data on
adverse events, function, and quality of life. There were no good
economic data at all. Most data we do have was of low quality and
we remain unsure of the eJects of CBT for things so fundamental
as people's quality of life. It is easy to say in hindsight but there
appeared to be a chaos of reporting in these studies, leading
to production of low-quality evidence. This could be reduced by
trialists agreeing together on the measures and timings that are
clinically meaningful and relevant to clinicians and patients. The
research waste evidenced in these studies is diJicult to justify.

2. Applicability

There was a relatively complete representation of the population.
The participants within the trials did seem 'recognisable' for
everyday care. There was a wide age range, with a good gender
balance and from inpatient and community settings. Ages ranged
from 16 years to 78 years and a majority of the trials involved
working age adults, which is also the most prevalent age of
schizophrenia. There was a good gender balance and setting
(inpatients and community patients) across all the included trials.
The length of illness ranged from one month to 30.1 years, and
most trials involved people who had the condition for over 12
months, hence the current evidence is more applicable to people
with chronic schizophrenia. For most trials, the CBT intervention
was not mixed with other active psychotherapies and for all trials,
CBT was given in combination with the standard care intervention

of the trial which typically included antipsychotic medication and
psychiatric care.

However, about half of the trials (48%) employed qualified CBT
therapists and only 15% supported less specialised staJ delivering
the CBT (other trials did not specify). We are therefore unclear about
the eJect of CBT delivered by 'usual' healthcare professionals and
this is important in terms of applicability. Few mental healthcare
services can aJord an experienced and trained CBT therapist in
addition to other staJ.

Quality of the evidence

The current body of evidence available does not allow for robust
conclusions regarding the eJects of adding CBT to standard care
for people with schizophrenia. This is mainly due to the risk of
bias among included trials, imprecision of the eJect estimate, and
heterogeneity. Although the review included 60 trials, not all trials
reported data on all prespecified outcomes, hence, oRen there
are only a handful of small trials contributing data to any given
outcome. Consequently, the pooled summary eJects of a majority
of outcomes is either with wide confidence intervals or below
the threshold of optimal information size. The heterogeneity was
substantial and we failed to explain the source of heterogeneity by
sensitivity analysis.

Considering the maturity of trials in this area, the quality of
evidence available is embarrassingly low. The veracity of the
findings of the trials is threatened by biases, uncollaborative
working, and poor reporting. These issues will have led to much
research waste - of funding, and opportunity for researchers, carers,
and recipients of care.

Potential biases in the review process

We performed comprehensive searches of all relevant databases
with no language, date, or publication status restrictions. Although
every eJort was made to minimise bias in the review process, the
potential risk of missing trials cannot be completely eliminated.

The data screening and extraction process was strictly
adhered to the Cochrane recommended procedures and
standards. Nevertheless, unlike pharmaceutical therapies, CBT is
comparatively more diJicult to identify due to its nature as a talking
therapy. We used strict measures to improve screening accuracy
and consulted content experts, where necessary, however, the risk
of missing identified trials is not entirely unlikely.

Several review authors for this review are authors of the original
Cochrane review (Jones 2004) and are familiar with many of the
trials in this review from past work. This could have biased us - but
we trust the rigorous Cochrane methods and replication we have
undertaken in this review protect data from that potential.

Agreements and disagreements with other studies or
reviews

There are many reviews of CBT for people with schizophrenia and
they do diJer. Fully providing possible reasons for this would be an
interesting but impossibly time-consuming addition to this review.
We feel a key diJerence across reviews is the openness and clarity
of method. Cochrane's methods have been robust to criticism and
can be again. Methods for Cochrane reviews do evolve and become
even more rigorous across time. However, this review has - slowly
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- moved across time from the original version (Jones 2004) and
split to become one of a family of CBT reviews for people with
schizophrenia (Jones 2018; Jones 2009a). Essentially, the findings
of these comprehensive updates do not diJer from the original
findings of Jones 2004.

A U T H O R S '   C O N C L U S I O N S

Implications for practice

1. For people with schizophrenia

Becoming involved in an additional CBT programme is a big
commitment for people with schizophrenia but, the moderate-
quality evidence for people leaving the study early in this review
suggests that this is acceptable. Having CBT might help people with
schizophrenia to avoid (the oRen damaging) relapses, and could
help mental state.There is no convincing evidence that there will be
any eJect on social functioning or quality of life.

In any event, people with schizophrenia, if oJered this therapy,
should know that any eJects are likely to be modest in degree. If
oJered inclusion in a trial, people with schizophrenia could insist
in ensuring study outcomes truly reflect their needs and that their
data are accessible to all once the trial is completed.

2. For clinicians

If a skilled CBT therapist is available, adding this approach to
standard care might reduce negative outcomes such as relapse,
even in the long term, without putting oJ the person attending care.
However, the investment for any modest benefit is considerable.
We think it unlikely that the findings of this review would
encourage many to instigate programmes of CBT for people with
schizophrenia.

3. For policy makers

All important evidence in this review is of low- or very low-quality
- or non-existent. These data are not strong enough to support

encouragement of wide use of additional CBT of the sort reviewed
in this work - even if resources are infinite.

Implications for research

1. General

There could have been more information to report should there
have been some sort of concordance on outcomes and generosity
in sharing data. This review alone provides strong argument for the
work of the COMET and ALLTRIALS initiatives.

2. Specific to cognitive behavioural therapy trials

We are genuinely unsure if more trials are really needed. Although
data are not good, it would seem unlikely that large better studies
would fully overturn the findings of this review. However, should
that argument be being made, we have given thought to the design
for future trials (Table 8).
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Characteristics of included studies [ordered by study ID]

 

Methods Allocation: randomised

Blinding: assessor blind

Location: Tameside and Glossop, Stockport and Oldham, UK

Length of follow-up: 18 months

Participants Diagnosis: schizophrenia or schizoaffective disorder (ICD-10 and DSM-IV criteria)

N = 36

Sex: 33 M, 3 F

Age: 18 - 65 years, mean ˜ 31 years, SD ˜10 years

Included: length of illness: unclear, meeting DSM-IV criteria for substance abuse or dependence, in cur-
rent contact with mental health services, a minimum of 10 hours of face-to face contact with the care-
giver per week

Excluded: organic brain disease, clinically significant concurrent medical illness, or learning disability

Interventions 1. CBT group*: N = 18

Content: "The interventions began with the motivational interviewing phase and five initial weekly ses-
sions designed to assess and then enhance the patient’s motivation to change. If the patient's commit-
ment was obtained, changes in substance use were negotiated on an individual basis. With the intro-
duction of the individual cognitive behavior therapy at week 6 (or earlier if appropriate), the motiva-
tional interviewing style was integrated into subsequent cognitive behavior therapy sessions." (page
1707)

Delivered by: Six clinicians (five clinical psychologists and one nurse therapist) conducted the cognitive
behaviour therapies (individual and family). All had experience in cognitive behaviour therapy work
with psychotic patients and were eligible for accreditation as cognitive behaviour therapists with the
British Association for Behavioural and Cognitive Psychotherapy. Therapy was detailed in a compre-
hensive treatment manual (available from CB), and the therapists received weekly supervision based
on audio-taped sessions to ensure treatment fidelity.

Frequency: 18 weekly sessions, followed by six biweekly sessions

2. Standard care group: N = 18

Content: Routine care in the context of the National Health Service of Great Britain consists of psychi-
atric management by the clinical team, coordinated through case management and including mainte-
nance antipsychotic medication, monitoring through outpatient and community follow-up, and access
to community-based rehabilitative activities, such as day centres and drop-in clinics. All of the patients
in the integrated treatment program also received routine care.

Delivered by: the clinical team

Frequency: not reported

Treatment duration: 29 weeks

Outcomes Global state: relapse

Mental state: general, positive symptoms, negative symptoms (PANSS scores)

Adverse events: death

Barrowclough 2001 

Cognitive behavioural therapy plus standard care versus standard care for people with schizophrenia (Review)

Copyright © 2018 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.

55



Cochrane
Library

Trusted evidence.
Informed decisions.
Better health.

 
 

Cochrane Database of Systematic Reviews

Functioning: general (GAF scores), social (SFS scores)

Satisfaction with treatment: leaving the study early

Notes Pilot study for Barrowclough 2010

* Participants in CBT group also received the standard care intervention.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Low risk Quote: "Individual patients were allocated to each condition by a third party
with no affiliation to the study who used a computer-generated randomization
list stratified for sex and three types of substance use (alcohol alone, drugs
alone, or drugs and alcohol) to ensure equal male-female and substance use
representation in each arm of the trial." (p.1707)

Comment: Computer-generated randomisation list was used.

Allocation concealment
(selection bias)

Low risk Quote: "allocated to each condition by a third party with no affiliation to the
study." (p.1707)

Comment: Allocation was concealed sufficiently.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comment: Participants were not blinded to allocation.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Low risk Quote: "The assessors were blind to treatment allocation; attempts to main-
tain their blindness included use of separate rooms and administrative proce-
dures for project staJ, multiple coding of treatment allocations, and request-
ing subjects not to disclose information about the treatment." (p.1707)

Comment: Assessor was blinded.

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comment: 8 of 36 participants leR the trial early, which was a relatively accept-
able amount of dropout.

Selective reporting (re-
porting bias)

Low risk Comment: all data reported

Other bias Low risk Comment: no other risks identified

Barrowclough 2001  (Continued)

 
 

Methods Allocation: randomised

Blinding: assessor blind

Location: London and Manchester, UK

Length of follow-up: 24 months: trial (12 months) and follow-up (24 months)

Participants Diagnosis: non-affective psychotic disorder (DSM-IV) (diagnoses were established on the basis of case
note review)

Barrowclough 2010 
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N = 327

Sex: male and female (numbers not reported)

Age: ˜ 39.5 years of age

Length of illness: ˜12 years

Included: in contact with catchment area-based adult mental health services in the target localities;
alcohol use exceeding 28 units for males, 21 units for females on at least half the weeks in the previ-
ous 3 months and/or use of illicit drugs on at least two days per week in at least half the weeks in the 3
months prior to assessment; DSM-IV diagnosis of drug and/or alcohol dependence or abuse; no signifi-
cant history of organic factors implicated in the aetiology of psychotic symptoms; English speaking; in-
formed patient consent; and having a fixed abode. Having a fixed abode is operationalised as having a
current address (including B & B or open access hostel) and evidence (e.g. from care coordinator) indi-
cating that the person is more likely than not to have a reliable address throughout the 2 years.

Excluded: not reported

Interventions 1: CBT group*: N = 164

Content: Psychological therapy consisted of 26 individual sessions delivered over 12 months. Treat-
ment was built around two phases. The first phase used motivational interviewing to reinforce moti-
vation to change. In phase two of the intervention, cognitive behavioural technique from both the psy-
chosis and substance misuse evidence base was used to formulate a change plan to help the partici-
pants to implement and maintain changes (e.g. strategies for dealing with distressing voices and de-
pressed mood, responding to relapses, and coping with cravings and urges).

Delivered by: not reported

Frequency: 26 individual sessions delivered over 12 months

Treatment duration: 12 months

2. Standard care group: N = 163

Content: antipsychotic medication, outpatients and community follow-up and access to community re-
habilitation activities

Delivered by: not reported

Frequency: not reported

Treatment duration: throughout trial

Outcomes Global state: relapse

Mental state: general, positive symptoms, negative symptoms, affective symptoms (PANSS scores)

Adverse events: death

Functioning: general (GAF scores)

Satisfaction with treatment: leaving the study early

Unable to use:

Global state: mean relapse, mean hospitalisation (skewed data)

Notes Barrowclough 2001 provided pilot data for this full trial.

* Participants in CBT group also received the standard care intervention.

Risk of bias

Barrowclough 2010  (Continued)
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Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Low risk Quote: "...Randomisation was performed independently of the research team
within each of the localities to the two groups (MiCBT plus standard care and
standard care alone) after stratifying by variables which could be predictive
of treatment participation or outcome: substance type (alcohol alone, drugs
alone, alcohol and drugs) and main drug of use (cannabis, amphetamines; opi-
ates; other). Other variables potentially predictive of participation or outcome,
including chronicity of illness and gender, were recorded for use as covariates
in the analyses of outcome. Allocation was done via a telephone link to a re-
mote randomisation service using randomised permuted blocks with random-
ly varying block size".

Comments: Reliable method of random sequence generation was used.

Allocation concealment
(selection bias)

Low risk Quote: "Allocation was done via a telephone link to a remote randomisation
service using randomised permuted blocks with randomly varying block size."

Comment: implied that allocation was concealed via the telephone randomi-
sation service, even though the concealment was not explicitly described

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: No details of the blinding of participants and personnel were pro-
vided. However, as the CBT was based on standard care, participants and per-
sonnel were not likely to be blinded.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Low risk Quote: "Independent and blind assessment of the groups was carried out at a
subsequent 4 assessment points over a 24 month follow-up period....All poten-
tial unblinding of assessors was recorded and in cases where a researcher did
become unblinded, a second assessor was allocated to continue with the fol-
low up."

Comment: Assessor was blinded.

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comment: By the end of the study, at 24 months, 38% of the participants were
lost to follow-up; however, intention-to-treat analysis and robust treatment ef-
fect estimate was used.

Selective reporting (re-
porting bias)

Low risk Comment: no selective reporting identified

Other bias Low risk Comment: no other bias identified

Barrowclough 2010  (Continued)

 
 

Methods Allocation: randomised

Blinding: assessor blind

Location: five participating National Health Service mental health trust sites, UK

Length of follow-up: 18 months

Participants Diagnosis: schizophrenia (n = 54); schizophreniform (n = 9); schizoaffective (n = 13); other psychosis (n =
34) (DSM-IV)

N = 110

Barrowclough 2014 
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Sex: 98 M, 12 F

Age: 16 - 35 years, mean ˜ 23.4 years, SD ˜ 3.8 years.

Included: first episode (length of illness 1.4 - 62.8 months), DSM-IV diagnosis of cannabis dependence
or abuse; cannabis use of at least 1 day per week in at least half the weeks in the 3 months prior to as-
sessment
Excluded: history of organic factors implicated in the aetiology of psychotic symptoms

Interventions 1. CBT (12 sessions) group*: N = 38

Content: motivation building which is to elicit and understand participants' perspective in relation to
life goals, explore and resolve ambivalence so as to facilitate motivation for change; CBT techniques
from both the psychosis and substance use evidence base were used to help the participant implement
and maintain changes..

Delivered by: The trial therapists all had experience in conducting CBT with people with first-episode
psychosis.

Frequency: 12 sessions

Treatment duration: 4.5 months

2. CBT (24 sessions)*: N = 37

Content: motivation building which is to elicit and understand participants' perspective in relation to
life goals, explore and resolve ambivalence so as to facilitate motivation for change; CBT techniques
from both the psychosis and substance use evidence base were used to help the participant implement
and maintain changes.

Delivered by: The trial therapists all had experience in conducting CBT with people with first-episode
psychosis.

Frequency: 24 sessions

Treatment duration: 9 months

3. Standard care*, N = 35

Content: early Intervention services plus intensive case management and crisis response

Treatment duration: 9 months

Outcomes Global state: relapse**, rehospitalisation

Mental state: positive, negative, affective (PANSS scores), anxiety (BAI scores), depression (CDS scores)
Functioning: general (GAF scores)

Satisfaction with treatment: leaving the study early

Unable to use:

Substance use: number of days absent from cannabis; motivation to change substance use (not prede-
fined outcome in protocol)

Notes * We combined data from Group 1 and Group 2 into a single group. The term "Treatment-as-usual
(TAU)" was used in this paper for standard care. CBT group also received standard care intervention.

**Defined as an exacerbation of psychotic symptoms that lasted for longer than 2 weeks and resulted
in a change in patient management (increased observation by the clinical team, increase in antipsy-
chotic medication, or both)

Risk of bias

Barrowclough 2014  (Continued)
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Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Low risk Quote: "...was performed using an independent remote service." (p.2750)

Comments: adequate randomisation

Allocation concealment
(selection bias)

Low risk Quote: "...was performed using an independent remote service." (p.2750)

Comments: Participants or personnel could not foresee the allocation.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Quote: "Research and therapy staJ members were housed in different loca-
tions, assessment and therapy data were stored separately and participants
and care coordinators were reminded not to divulge information that might
lead to 'unbinding'..." (p.2751)

Comments: Above descriptions indicated that the participants and personnel
were not blinded.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Low risk Quote: "...rater-blind RCT...using computer generated randomised permuted
blocks." (p.2750)

Comments: Outcome assessor could not foresee the group allocation.

Incomplete outcome data
(attrition bias) 
All outcomes

Unclear risk Comments: 21 out of 75 participants from the CBT group and 13 out of 35 par-
ticipants from the TAU group leR the study early. No reasons were reported.

Selective reporting (re-
porting bias)

Low risk Comments: PANSS total score was not reported.

Other bias Low risk Comments: none obvious. This article represented research commissioned by
the UK' s National Institute for Health Research (NIHR) under its Programme
Grants for Applied Research scheme (RP-PG-0606-1302).

Barrowclough 2014  (Continued)

 
 

Methods Allocation: randomised

Blinding: assessor blind

Location: three UK centres, UK

Length of follow-up: 18 months

Participants Diagnosis: schizophrenia, schizoaffective or mood disorders (schizophrenia (n = 98); schizoaffective dis-
order (n = 29); paranoid schizophrenia (n = 17); psychosis (n = 50); bipolar disorder (n = 3) (ICD-10))

N = 197

Sex: 113 M, 84 F

Age: > 16 years, mean ˜ 37.4 years, SD ˜ 12.1 years

Included: length of illness: not stated, had a history of harmful command hallucinations for at least 6
months with recent (< 9 months) history of harm to self or others, or major social transgressions as a re-
sult of the commands (full or incomplete compliance); or had harmful command hallucinations where-
by the individual was distressed and appeasing the powerful voice

Birchwood 2014 
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Excluded: organic impairment or addictive disorder considered to be the primary diagnosis and insuffi-
cient command of the English language

Interventions 1. CBT group*: N = 98

Content: Cognitive behavioural therapy for command hallucinations (CTCH): behavioural therapy tech-
niques were used to assess and modify conviction in four beliefs linked to the construct of voice power.
Protocol for cognitive therapy for command hallucinations were developed by the author and details
were provided in our casebook manuals.

Delivered by: cognitive therapists who were supervised in each centre by a lead clinician with expertise
in cognitive behaviour therapy for psychosis

Frequency: a maximum of 9 months (about 25 sessions of therapy)

Treatment duration: 6 months

2. Standard care* group: N = 99

Content: treatment-as-usual was provided by community mental health and assertive outreach and
early intervention teams. Treatment-as-usual included antipsychotic medication.

Delivered by: not reported

Frequency: not reported

Treatment duration: 6 months

Outcomes Mental state: general, positive symptoms, negative symptoms, hallucinations, delusions, affective
symptoms (PANSS scores); general, distress, (PSYRATS scores); hopelessness (BHS scores)

Adverse events: death

Satisfaction with treatment: leaving the study early

Unable to use:

Mental state: depression (CDS scores) - skewed data

Behavioural responses to voices (not predefined in protocol)

Notes *The term "Treatment-as-usual (TAU)" was used in this paper. Participants in CBT group also received
the standard care intervention.

This trial shared the same intervention protocol as Trower 2004 but reported data from different partic-
ipants.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Low risk Quote: "...using an allocation sequence generated with OpenCDMS.25 and
were stratified by the centre with permuted blocks with a randomly varying
block size after stratification by centre." (p.24)

Comments:The investigators described a random component in the sequence
generation process.

Allocation concealment
(selection bias)

Low risk Quote: "...using an allocation sequence generated with OpenCDMS.25 and
were stratified by the centre." (p.24)

Comments:The outcome assessor could not foresee assignment, however the
participants and therapists were informed of the allocation assignment.
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Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Quote: "After randomisation, an email notification about group allocation was
sent to the trial manager, trial administrator, and therapists. An email notifi-
cation confirming that the participant had been randomly assigned to treat-
ment (with no information about group allocation) was sent to the centre re-
search assistant. The trial administrator then sent a letter to the participant
and the care coordinator informing them about the outcome of the randomi-
sation." (p.25)

Comments: The participants and therapists were informed of the allocation
assignment

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Low risk Quote: "Randomization was masked from the assessors." "When masking was
broken, another rater, masked to group assignment, assessed and rated the
participant for all subsequent assessments; accordingly, all final ratings were
masked..." (p.25)

Comments: The outcome assessor could not foresee assignment.

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Quote: "Analysis was by intention to treat." (p.26)

Comments: All randomised participants were analysed.

Selective reporting (re-
porting bias)

High risk Comments: We looked through the protocol of this trial and found that the au-
thor did not report the childhood trauma, the quality of life, and costs of the
interventions.

Other bias Low risk Comments: This trial was registered, number ISRCTN62304114. The funder did
not play a role in data collection, analysis, or interpretation. Other bias was
not obvious.

Birchwood 2014  (Continued)

 
 

Methods Allocation: randomised

Blinding: no information

Location: inpatients, China

Length of follow-up: 2 years

Participants Diagnosis: first-episode schizophrenia (CCMD-3)

N = 80

Sex: 48 M, 32 F

Age: 15 - 50 years (mean ˜ 26.35 years, SD ˜ 12.8 years)

Included: length of illness (mean ˜1.80 years, SD ˜ 1.20 years)

Excluded: pregnancy, chronic physical disorder, brain organic disease, affective disorder, personality
disorder, alcohol or drug abuse

Interventions 1. CBT group*: N = 40

Content: The intervention included health education to help participants recognise and correct their
wrong beliefs or cognition; behavioural therapy included relaxation training.

Delivered by: not reported
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Frequency: The intervention was conducted during hospitalisations and once per month after dis-
charge.

Treatment duration: 2 years

2. Standard care group: N = 40

Content: antipsychotics and nursing care

Delivered by: not reported

Frequency: not reported

Treatment duration: 2 years

Outcomes Global state: relapse

Quality of life: general, social, physical, psychological (GQOLI-74 scores)

Engagement with services: compliance with medication

Unable to use:

Insight: ITAQ (ranked ordinal data)

Notes *Participants in CBT group also received the standard care intervention.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Quote: "...randomly assigned..." (p.297).

Comments: No details of the randomisation procedure were provided. Insuffi-
cient information to permit judgement of 'Low risk' or 'High risk'.

Allocation concealment
(selection bias)

Unclear risk Comments: The study did not address the allocation concealment.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: The study did not address the blindness, however, as the CBT was
based on standard care, participants and personnel were not likely to be blind-
ed.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Unclear risk Comments: The study did not address the blindness of outcome assessor.

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: no attrition

Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Low risk Comments: none obvious. This study is funded by the science and technology
project of Jiang Men, Zhejiang Province.

Cao 2014  (Continued)
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Methods Allocation: randomised

Blinding: not reported

Location: inpatients, China

Length of follow-up: 8 weeks

Participants Diagnosis: schizophrenia with depression (CCMD-3)

N = 90

Sex: 44 M, 46 F

Age: 24 - 51 years

Included: length of illness: not stated; achieved clinical response (the decrease rate of PANSS total
score ≥ 50% or PANSS total score ≤ 60) after drug therapy

Excluded: participants combined with mental retardation or drug abuse; participants with bipolar dis-
order; participants with severe physical disorder or severe brain organic disorder; suicidal attempts

Interventions 1. CBT group*: N = 45

Content: psychoeducation; help for participants to figure out their inappropriate beliefs and attitude;
help for participants to recognise their cognitive problems and rebuild their personality and behaviour;
psychoeducation to families

Delivered by: not reported

Frequency: 30 minutes each session; once per week for 8 weeks

Treatment duration: 8 weeks

2. Standard care group: N = 45

Content: received usual nursing care and antipsychotics

Treatment duration: 8 weeks

Outcomes Mental state: depression (HAMD score)

Satisfaction with treatment: leaving the study early

Engagement with services: compliance to medication

Notes * Participants in CBT group also received the standard care intervention.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Quote: "Participants were randomly assigned..." (p.85).

Comments: insufficient information about the sequence generation process to
permit judgement of 'Low risk' or 'High risk'

Allocation concealment
(selection bias)

Unclear risk Comments: The method of concealment was not described.

Blinding of participants
and personnel (perfor-
mance bias) 

High risk Comments: The method of blindness was not described. It was likely that the
blinding could have been broken, because participants in the treatment group
received CBT.
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All outcomes

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Unclear risk Comments: The method of blindness was not described.

Incomplete outcome data
(attrition bias) 
All outcomes

Unclear risk Comments: Eight participant from the CBT group and seven participants from
the antipsychotic and nursing group failed to complete the trial. No reasons
were reported.

Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Low risk Comments: none obvious

Chen 2014  (Continued)

 
 

Methods Allocation: randomised

Blinding: not reported

Location: inpatients, China

Length of follow-up: 6 months

Participants Diagnosis: schizophrenia with auditory hallucination

N = 50

Sex: 30 M, 20 F

Age: mean ˜ 36.7 years, SD ˜ 8.5 years

Included: length of illness: mean ˜ 5.32 years, SD ˜ 4.63 years; hallucinations not relieved after receiv-
ing medication for at least 2 months; the total score of PANSS ≥ 3; be able to understand and cooperate
with the clinicians; give informed consent to proposed treatment

Excluded: not reported

Interventions 1. CBT group*, N = 25

Content: The content of CBT was not stated. The dosage of risperidone in the CBT group was 1/3
amount of which was used in antipsychotics control group; benzodiazepines and antan could be used
when necessary.

Delivered by: not reported

Frequency: A 40-minute CBT was conducted weekly in the first month, twice per month in the third and
fourth months and once per month in the fiRh and sixth months.

Treatment duration: 6 months

2. Standard care group: N = 25

Content: Risperidone was titrated from 1 mg/day to 4 - 6 mg/day, the dose of risperidone was adjusted
by the participants' response.

Delivered by: not reported

Frequency: not reported

Chen 2015 
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Treatment duration: 6 months

Outcomes Global state: CGI score (severity scale)

Mental state: general , positive symptoms score, negative symptoms score, affective symptoms (PANSS
scores); hallucinations (AHRS score)

Adverse events: general (TESS score)

Quality of life: various specific aspects (SQLS scores)

Notes *Participants in CBT group also received the standard care intervention.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Quote: "Participants were randomly assigned..." (p.2063).

Comments: No details of the randomisation procedure were provided. Insuffi-
cient information to permit judgement of 'Low risk' or 'High risk'

Allocation concealment
(selection bias)

Unclear risk Comments: The author did not describe allocation concealment. Insufficient
information to permit judgement of 'Low risk' or 'High risk'

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: The author did not describe the blinding of participants and per-
sonnel. However, as the CBT was based on standard care, participants and
personnel were not likely to be blinded.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Unclear risk Comments: The author did not describe the blinding of outcome assessment.
Insufficient information to permit judgement of 'Low risk' or 'High risk'

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: no attrition

Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Low risk Comments: none obvious. The study funded by scientific project funding from
Department of Science and Technology of Shandong province (112).

Chen 2015  (Continued)

 
 

Methods Allocation: randomised

Blinding: assessor blind

Location: two adjacent mental health services in Tayside and Fifemental health services in Tayside and
Fife, Scotland

Length of follow-up: 6 years

Participants Diagnosis: schizophrenia (n = 36); schizoaffective disorder (n = 5); delusional disorder (n = 2); (ICD-10
and DSM-IV)
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N = 43*

Sex: 30 M, 13 F

Age: mean ˜ 36 years, SD ˜ 10 years

Included: length of illness: 2 - 31 years; aged 16 - 65 years who are known to the psychiatric services as
experiencing positive symptoms, symptoms of persistent and distressing hallucinations or delusions,
or both, and who have been stabilised on anti-psychotic medication for at least a 6-month period with
medication under the care of a consultant psychiatrist

Excluded: primary diagnosis of alcoholism or drug misuse, evidence of alcoholism or drug misuse, evi-
dence of organic brain disease and history of violence

Interventions 1. CBT** group: N = 22

Content: an initial emphasis on engagement, education and building a therapeutic alliance; function-
al analysis of key symptoms, leading to a formulation and problem list; development of a normalising
rationale for the participant's psychotic experiences; exploration and enhancement of current coping
strategies; acquisition of additional coping strategies for hallucinations and delusions; and focus on ac-
companying affective symptomatology using relaxation training, personal effectiveness training and
problem-solving, as appropriate

Delivered by: five clinical nurse specialists with extensive professional experience of severe mental dis-
order. The therapists received training mainly focused on CBT.

Frequency: 20 therapy sessions of approximately half an hour in length over a 9-month period

Treatment duration: 9 months

2. Standard care** group: N = 21

Content: participants received the usual care provided by the psychiatric services in Tayside and Fife.
Services are well developed in these two areas, with a focus on community care delivered by communi-
ty mental health teams. Services include regular psychiatric consultation and contact with a key work-
er (typically a trained community psychiatric nurse), with emergency assessment and hospital admis-
sion available as required. Facilities in the community include day care, sheltered work, supported ac-
commodation and volunteer befriending.

Delivered by: not reported

Frequency: not reported

Treatment duration: 9 months

Outcomes Mental state: clinically important change (no improvement, defined as 50% decrease in symptom
severity on PANSS scale), general (PANSS total scores); hallucinations, delusions (PSYRATS score)

Functioning: general (GAF scores)

Satisfaction with treatment: leaving the study early

Unable to use:

Participants attitude to treatment (not validated scale, but the participants' response to a series of
questions)

Self-report measures of symptom severity, self-esteem, and attitude to illness (data not reported)

Notes * We only used data from two arms: CBT plus standard care and standard care.

** The term "TAU" was used in this paper. * Participants in CBT group also received the standard care
intervention.
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Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Low risk Quote: "The randomisation procedure (sealed envelope technique) was de-
vised by the project statistician and administered centrally by the non-clinical
project coordinator. It was carried out separately within each treatment centre
using randomised permuted blocking." (p.303)

Comments: The author described a random component in the sequence gen-
eration process.

Allocation concealment
(selection bias)

Low risk Quote: "The randomisation procedure (sealed envelope technique) was de-
vised by the project statistician and administered centrally by the non-clinical
project coordinator. It was carried out separately within each treatment centre
using randomised permuted blocking." (p.304)

Comments: Participants and investigators enrolling participants could not
foresee assignment.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Quote: "Patients also were asked not to mention any details of their treatment
during post-treatment assessment..." (p.304).

Comments: Participants were not blinded.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Low risk Quote: "Outcome evaluation by an independent assessor, an experienced psy-
chiatrist, blind to treatment allocation at post-treatment and 3-month fol-
low-up." (p.304)

Comments: The outcome assessor could not foresee the treatment allocation.

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Quote: "There was a relatively small amount of missing data at post-treatment
(9%) and follow-up (14%). The analyses were repeated with the missing values
replaced either with previous values carried forward or with group means, and
the same pattern of significance was found." (p.307)

Comments: It seemed unlikely to cause attrition bias.

Selective reporting (re-
porting bias)

High risk Quote: "Self-report measures were administered to assess symptom severity,
self-esteem and attitude to illness, but these are not reported." (p.304)

Comments: Self-report measures were not reported.

Other bias Low risk Comments: none obvious

Durham 2003  (Continued)

 
 

Methods Allocation: randomised

Blinding: single-blind

Location: the Early Psychosis Prevention and Intervention Centre, Australia

Length of follow-up: 24 weeks

Participants Diagnosis: first treated episode of a psychotic disorder (schizophrenia (n = 39); schizophreniform (n =
8); delusional disorder (n = 1))
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N = 48

Sex: 34 M, 14 F

Age: mean ˜ 21.4 years, SD ˜ 3.5 years

Included: length of illness: not reported; registered with EPPIC for 12 to 26 weeks; and continuing to
experience moderate to severe positive symptoms, defined as a score ≥ 4 on at least one of the hallu-
cinations, unusual thought content, and conceptual disorganisation items of the expanded version of
the brief psychiatric rating scale (BPRS), with a score of not less than 3 on these items for a period of
14 consecutive days or more during the preceding 12 weeks; treated with at least one atypical antipsy-
chotic (usually risperidone, olanzapine or quetiapine) at doses up to 500 mg chlorpromazine equiva-
lence (if tolerated), with demonstrated medication compliance for at least the past 4 weeks

Excluded: an organic mental disorder, pregnancy or lactation, requiring antidepressant medication, a
mood stabiliser or ECT, and a history of drug-induced granulocytopenia

Interventions 1. CBT plus clozapine group*: N = 11

Content: a manualised CBT program, the systematic treatment of persistent psychosis (STOPP, Her-
mann-Doig 2003)

Delivered by: not reported

Frequency: twice weekly

Treatment duration: 12 weeks

2. CBT plus thioridazine group*: N = 12

Content: a manualised CBT program, the systematic treatment of persistent psychosis

Delivered by: not reported

Frequency: twice weekly

Treatment duration: 12 weeks

3. Clozapine group*: N = 14

Content: Participants commenced treatment at a dose of 12.5 mg/day which was titrated upwards in
25 mg/day increments up to a maximum dose of 300 mg/day, depending on clinical response.

Delivered by: not reported

Treatment duration: 12 weeks

4. Thioridazine group*: N = 11

Content: Participants commenced treatment at a dose of 12.5 mg/day which was titrated upwards in
25 mg/day increments up to a maximum dose of 300 mg/day, depending on clinical response.

Delivered by: not reported

Frequency: every day

Treatment duration: 12 weeks

Outcomes Global state: clinically important change (no improvement)**, general (CGI scores)

Mental state: positive symptoms (BPRS scores), negative symptoms (SANS scores), depression (BDI
scores)

Functioning: social (SOFAS scores)
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Quality of life: general (QLS scores)

Notes *All participants received routine clinical care, which included access to a 24-hour mobile assessment
and treatment team, inpatient service, case management and psychiatric care.

**Defined as a score of more than 3 on each item of the BPRS positive subscale (unusual thought con-
tent, hallucinations, and conceptual disorganisation) and a CGI severity rating of moderate or higher.

We combined data from the two CBT groups as the single intervention group (CBT plus standard care);
and combined data from the 'clozapine' and 'thioridazine' groups as the single control group (standard
care).

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Quote: "This study was conducted as a single-blind randomised controlled tri-
al..." (p.2).

Comments: No details of the randomisation procedure were provided. Insuffi-
cient information to permit judgement of 'Low risk' or 'High risk'

Allocation concealment
(selection bias)

Unclear risk Comments: The author did not describe allocation concealment. Insufficient
information to permit judgement of 'Low risk' or 'High risk'

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: The author did not describe the blinding of participants and per-
sonnel. However, as the CBT was based on standard care, participants and
personnel were not likely to be blinded.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Unclear risk Quote: "...a single-blind..." (p.2).

Comments: no details of the object of blinding. Insufficient information to per-
mit judgement of 'Low risk' or 'High risk'

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: The author did not state the number of participants leaving the
study early, however, data were analysed according to the intention-to-treat
(ITT) principle. Missing data were handled by using multiple imputation.

Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Low risk Comments: The research was supported by the Victorian Government's Health
Promotion Foundation and NOVARTIS. The funder did not play role in data col-
lection, analysis, or interpretation.

Edwards 2011  (Continued)

 
 

Methods Allocation: randomised

Blinding: assessor blind

Location: community-dwelling, Canada

Length of follow-up: 12 months

Participants Diagnosis: voice hearers assigned a DSM-IV diagnosis of schizophrenia or schizoaffective disorder
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N = 65

Sex: not reported

Age: mean ˜ 41 years

Included: length of illness: not reported; able to understand and speak English; negative voices in the
previous 6 months; adherence to a prescribed, antipsychotic medication regimen at least 80% of the
time; and competence to give informed consent to a proposed treatment

Excluded: not reported

Interventions 1. CBT group*: N = 44

Content: CBT was applied by delivery of 12 90-min sessions of individualised counselling to voice hear-
ers over a period of 4 months. CBT consisted of reasoning and decision support, counselling strategies
tied to the techniques of Socratic learning, the verbal challenge, or empirical reality trial, homework as-
signments, and summarisation of the counselling sessions. The counselling sessions were audio-taped
to allow for audit of the nurse's counselling strategies.

Delivered by: an experienced psychiatric clinical nurse specialist

Frequency: 12 90-min sessions of CBT over a period of 4 months

Treatment duration: 4 months

2. Standard care group: N = 21

Content: Standard care comprised healthcare or service provider's routine use of communication
strategies while providing psychiatric or primary care services including medication to voice hearers.
Standard care was delivered over a period of 4 months at the discretion of their providers, and de-
signed to promote comfort, health, and functional well-being.

Delivered by: not reported

Frequency: not reported

Treatment duration: 4 months

Outcomes Mental state: general (BPRS scores), clinically important change in hallucination (BPRS)**, hallucina-
tion (BPRS long-term scores), self-esteem (RSCQ scores).

Satisfaction with treatment: leaving the study early

Unable to use:

Mental state: hallucination (BPRS short-term scores) - skewed data

Notes *Participants in CBT group also received the standard care intervention.

**Defined as a less than 3-point improvement in hallucination severity scores measured as a voice
hearer's score on item 12 of the BPRS

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Low risk Quote: "Treatment allocation was randomised. Study participants were as-
signed randomly to treatment using a table of random numbers." (p.73)

Comments: Randomisation was well conducted.

England 2007  (Continued)
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Allocation concealment
(selection bias)

Unclear risk Comments: The author did not state the information about allocation conceal-
ment.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Quote: "The personnel delivering CBT were also blind..." (p.72).

Comments: Tt was likely that the blinding could have been broken, because
participants in treatment group received CBT.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Low risk Quote: "A research associate blinded to the random assignment and type of
treatment provided to patients obtained data from participants 18 weeks and
54 weeks following initiation of their treatment." (p.73).

Comments: The outcome assessor could not foresee assignment.

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Quote: "Sixty-five candidates met the criteria and took part in all phases of the
study." (p.71)

Comments: no attrition

Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Low risk Comments: none obvious

England 2007  (Continued)

 
 

Methods Allocation: randomised

Blinding: assessor blind

Location: outpatients, in Melbourne, Australia

Length of follow-up: 18 months

Participants Diagnosis: schizophrenia (n = 51); schizoaffective disorder (n = 7); schizophreniform disorder (n = 8);
delusional disorder (n = 6); mood disorder with hallucinations/delusions (n = 13); others with positive
symptoms (n = 7). (DSM-IV)

N = 94 (92 participants completed the trial)

Sex: 55 M, 37 F

Age: mean ˜ 32 years, SD ˜ 9.6 years

Included: length of illness: not reported; in the opinion of their case manager, one or more recovery
needs that could potentially be addressed by a component of the local version of CBTp (see CBT group
below)

Excluded: participants with a diagnosis of any DSM-IV non-psychotic disorder, brief psychotic disorder,
drug-induced psychosis, mood disorder without hallucinations or delusions, or participants with a co-
morbid intellectual disability or without conversational English

Interventions 1. CBT group*: N = 45

Content: The CBT intervention is based on efficacy trials conducted in the UK (Kuipers 1998). It is simi-
lar in scope and content to the therapy outlined by Fowler 1995. Therapists work with participants for
12 - 24 sessions on agreed recovery goals using one or more of the following recovery therapy compo-
nents: everyday coping, working with symptoms, understanding the experience of psychosis, strength-

Farhall 2009 
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ening adaptive view of self, personal/emotional issues or comorbid disorders, relapse prevention, and
family or social reintegration.

Delivered by: 12 clinical psychologists

Frequency: 12 - 24 sessions

Treatment duration: 9 - 12 months after baseline

2. Standard care group: N = 49

Content: Standard care was delivered within a case management framework and comprised medica-
tion and one or more of a range of services as required including: information, support, illness educa-
tion, linkage to other services, assistance with benefits, crisis intervention, and family support.

Delivered by: not reported

Frequency: not reported

Treatment duration: 9 - 12 months after baseline

Outcomes Mental state: general, positive symptoms, negative symptoms, affective symptoms (PANSS scores);
anxiety, depression (HADS scores), self-esteem (RSES scores), insight (SRIS scores)

Adverse events: death
Functioning: life skills (LSP scores)

Satisfaction with treatment: leaving the study early

Unable to use:

Functioning: general (GAF, WRAT, MMSE scores) - data not reported

Satisfaction with treatment: CSQ-8 (scores) - data not reported

Notes *Participants in CBT group also received the standard care intervention.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Low risk Quote: "Treatment allocation was randomly assigned on the basis of a tossed
coin. The allocation was witnessed by an independent observer. " (p.50)

Comments: The author described a random component in the sequence gen-
eration process.

Allocation concealment
(selection bias)

Unclear risk Comments: The author did not state the allocation concealment method.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: The author did not state the method of blinding here. However, as
the CBT was based on standard care, participants and personnel were not like-
ly to be blinded.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Low risk Quote: "A research psychologist who was not involved in the therapy interven-
tion administered all assessments but was not blind to participants' group as-
signments, apart from at baseline. A research assistant who was blind to group
assignment scored and analysed the instruments." (p.50)

Comments: The outcome assessor was blinded.
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Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: Intention-to-treat analyses were conducted.

Selective reporting (re-
porting bias)

High risk Comments: Several measured outcomes were not reported.

Other bias Low risk Comments: none obvious

Farhall 2009  (Continued)

 
 

Methods Allocation: randomised

Blinding: assessor blind

Location: secondary mental health services in the East Anglia region of the UK

Length of follow-up: 9 months

Participants Diagnosis: a diagnosis of affective or non-affective psychosis (including schizophrenia, schizoaffective
disorder, bipolar disorder, and psychotic depression) but not first episode. 65% of participants had
non-affective psychosis.

N = 77

Sex: 55 M, 22 F

Age: mean ˜ 27.8 years, SD ˜ 6.1 years

Included: length of illness: mean ˜ 4.9 years, SD ˜ 2 years; illness duration less than 8 years; positive
psychotic symptoms (hallucinations and delusions) in relative remission; unemployed status or cur-
rently engaged in < 16 hours paid employment or education

Excluded: if psychotic disorder was thought to have an organic basis; acute psychosis present; primary
diagnosis was drug dependency on opiates or cocaine

Interventions 1. CBT group*: N = 35

Content: consisted of three stages and combined techniques of CBT with vocational case management

Stage 1 involved developing a formulation of the person in social recovery. The focus was on identify-
ing meaningful personal goals that could be linked with achievable day-to-day activity targets and thus
address motivation and hopelessness.

Stage 2 involved identifying and working towards medium- to long-term goals. Where relevant, this in-
cluded referral to relevant vocational agencies, or alternatively direct liaison with employers or educa-
tion providers. Cognitive work at this stage involved promoting a sense of agency and addressing hope-
lessness, feelings of stigma, and negative beliefs about self and others.

Stage 3 involved the active promotion of social activity, work, education, and leisure linked to mean-
ingful goals. This involved promotion of activity by behavioural experiments, while managing symp-
toms of anxiety and low-level psychotic symptoms. Specific therapeutic procedures used in the study
were drawn from existing CBT manuals, especially procedures to focus on self-regulation of psychotic
symptoms and improve social recovery from psychosis. Therapists were also encouraged to use tech-
niques of activity scheduling and reviewing mastery and pleasure and behavioural experiment ap-
proaches to manage social anxiety.

Delivered by: Therapy in Norfolk was carried out by case managers who had no previous formal train-
ing in CBT. Therapy in the Cambridge-based centre was carried out by CBT therapists.

Fowler 2009 
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Frequency: not reported

Treatment duration: 9 months

2. Standard care group: N = 42

Content: involved active case management by multi-disciplinary secondary care mental health teams

Delivered by: not reported

Frequency: nor reported

Treatment duration: 9 months

Outcomes Global state: rehospitalisation

Mental state: general (PANSS scores), anxiety (BAI scores), depression (BDI scores), hopelessness (BHS
scores)

Functioning: social (SOFAS scores)

Quality of life: general (QLS scores)

Satisfaction with treatment: leaving the study early

Unable to use:

Qualtiy of life: role functioning (QLS scores) - skewed data

Service use: Time Use Survey (scale not validated)

Notes *Participants in the CBT group also received the standard care intervention..

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Low risk Quote: "Randomization was stratified for diagnosis (affective/non-affective
psychosis was considered a prognostic factor) and administrative centre (Nor-
folk/Cambridgeshire)." (p.1628)

Comments: Randomisation was well conducted.

Allocation concealment
(selection bias)

Low risk Quote: "Randomization was stratified for diagnosis (affective/non-affective
psychosis was considered a prognostic factor) and administrative centre (Nor-
folk/Cambridgeshire)." (p.1628)

Comments: Randomisation was administrated by centre.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: The author did not address this information. However, partici-
pants and personnel were not likely to be blinded because participants in the
treatment group received CBT, and the control group only received standard
care.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Low risk Quote: "Baseline and post-treatment assessments were conducted by re-
search assistants who were blind to group allocation." (p.1628) "Where blind-
ness was broken, another research assistant conducted the post-treatment as-
sessment." (p.1631). "The research assistants made allocation guesses after
post-treatment CBT for improving social recovery in psychosis assessments.
The result was within the levels that would be expected by chance." (p.1632)

Comments: Blinding of the outcome assessor was well conducted.
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Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Quote: "Primary analyses and significance testing were conducted on an inten-
tion-to-treat basis." (p.1632)
Comments: Missing data have been imputed using appropriate methods.

Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Low risk Comments: none obvious

Fowler 2009  (Continued)

 
 

Methods Allocation: randomised

Blinding: assessor blind

Location: Oxford Health NHS Foundation Trust, UK

Length of follow-up: 12 weeks

Participants Diagnosis: schizophrenia (n = 22); schizoaffective disorder (n = 6); other (n = 2)

N = 30

Sex: 20 M, 10 F

Age: mean ˜ 41.9 years, SD ˜ 11.5 years

Included: length of illness: not reported; a current persecutory delusion; scoring at least 3 on the
conviction scale of the PSYRATS; the delusion had persisted for at least three months; negative be-
liefs about the self as indicated by endorsing at least one negative schematic belief on the Brief Core
Schema Scale (BCSS); aged between 18 and 70; and where major changes in medication are being
made, entry to the study would not occur until at least a month after stabilisation of dosage

Excluded: a primary diagnosis of alcohol or substance dependency; organic syndrome or learning dis-
ability; a command of spoken English inadequate for engaging in therapy or the assessments; and cur-
rently having individual CBT (though previous experience of CBT was not an exclusion criterion)

Interventions 1. CBT group*: N = 15

Content: 1) negative thoughts about the self, 2) positive activities, and 3) positive thoughts about the
self

Delivered by: clinical psychologists

Frequency: six sessions to each individual over eight weeks

Treatment duration: 8 weeks

2. Standard care group: N = 15

Content: Standard care was delivered according to national and
local service protocols and guidelines. It usually consisted of prescription of anti-psychotic medica-
tion, visits from a community mental health worker, and regular outpatient appointments with a psy-
chiatrist.

Delivered by: not reported

Frequency: not reported

Treatment duration: 8 weeks

Freeman 2014 
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Outcomes Global state: rehospitalisation

Mental state: delusions (PsyRATS scores), anxiety (BAI scores), depression (BDI scores), self-esteem
(RSCQ, SCS, BCSS scores), paranoia (GPTS scores), well-being (WEMWS scores)

Notes *Participants in the CBT group also received the standard care intervention.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Low risk Quote: "...randomisation was carried out by using varying randomised per-
muted blocks via a sequence obtained from web site." (p.2)

Comments: Randomisation was well conducted.

Allocation concealment
(selection bias)

Low risk Quote: "The randomisation was conducted by a researcher independent of re-
cruitment and assessment process." (p.2)

Comments: Allocation was well concealed.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Quote: "Informing patients of allocation was carried out by a therapist." (p.2)

Comments: Participants and personnel knew the group assignment.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Low risk Quote: "Assessments were carried out by a rater, a graduate psychologist,
blind to allocation." (p.2)

Comments: The outcome assessor could not foresee assignment.

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: no attrition

Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Low risk Comments: none obvious

Freeman 2014  (Continued)

 
 

Methods Allocation: randomised

Blinding: assessor blind

Location: two UK centres

Length of follow-up: 24 weeks

Participants Diagnosis: schizophrenia (n = 111); schizoaffective disorder (n = 11); other (n = 28)

N = 150

Sex: 86 M, 64 F

Age: mean ˜ 40.9 years, SD ˜ 10.5 years

Freeman 2015 
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Included: length of illness: not reported; a current persecutory delusion; scoring at least 3 on the
conviction scale of the PSYRATS; the delusion had persisted for at least three months; negative be-
liefs about the self as indicated by endorsing at least one negative schematic belief on the Brief Core
Schema Scale (BCSS); aged between 18 and 70 years; and where major changes in medication are being
made, entry to the study would not occur until at least a month after stabilisation of dosage

Excluded: a primary diagnosis of alcohol or substance dependency or personality disorder; an organ-
ic syndrome or learning disability; a command of spoken English that was inadequate for engaging in
therapy; and currently having individual CBT

Interventions 1. CBT group*: N = 73

Content: The main techniques were psychoeducation about worry, identification, and reviewing of pos-
itive and negative beliefs about worry, increasing awareness of the initiation of worry and individual
triggers, use of worry periods, planning activity at times of worry (which could include relaxation), and
learning to let go of worry.

Delivered by: not stated

Frequency: six sessions over 8 weeks

Treatment duration: 8 weeks

2. Standard care group: N = 77

Content: Standard care was delivered according to national and local service protocols and guidelines.
This usually consists of prescription antipsychotic drugs, visits from a community mental health work-
er, and regular outpatient appointments with a psychiatrist.

Delivered by: not reported

Frequency: nor reported

Treatment duration: 8 weeks

Outcomes Mental state: general (PANSS, CHOICE scores), delusions (PsyRATS scores), distress (PsyRATs scores) ,
paranoia (GPTS scores), worry, (PSWQ scores), rumination (PTQ scores), well-being (WEMWS scores)

Satisfaction with treatment: leaving the study early

Notes *Participants in the CBT group also received the standard care intervention.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Low risk Quote: "We used a web based randomisation system, written by the Oxford
Clinical Trials Unit for Mental Illness." (p.306)

Comments: Randomisation was adequate.

Allocation concealment
(selection bias)

Unclear risk Comments: The author did not address this information.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Quote: "The assessors were masked to patients' treatment allocations, but all
patients were informed of their allocation by a trial therapist." (p.306)

Comments: blinding of participants not ensured

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Low risk Quote: "The assessors were masked to patients' treatment allocations, but all
patients were informed of their allocation by a trial therapist." (p.306)
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Comments: The outcome assessor could not foresee assignment.

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: 5 participants from the intervention group and 4 from the control
group leR the study early, however, an intention-to-treat analysis was used.

Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Low risk Comments: none obvious

Freeman 2015  (Continued)

 
 

Methods Allocation: randomised
Blinding: assessor blind
Location: five local mental health services in London

Length of follow-up: 24 months

Participants Diagnosis: non-affective psychosis* (ICD-10 and DSM-IV) with at least one positive symptom of moder-
ate severity on the PANSS
Total: N = 301**

Sex: 211 M, 90 F
Age: mean ˜ 37.1 years, SD ˜ 10.9 years
Included: length of illness: mean ˜ 9.9 years, SD ˜ 8.7 years; second or subsequent episode which start-
ed not more than three months before entry; rated at least four (moderate severity) on the Positive and
Negative Syndrome Scale (PANSS) on at least one positive psychotic symptom

Excluded: primary diagnosis of alcoholism or drug misuse, evidence of organic brain disease, and histo-
ry of organic brain disease and history of violence

Interventions Pathway 1 (for participants without carers)

1. CBT group*: N = 106

Content: targeted at relapse prevention, done by exploring people's understanding of triggers and risks
of relapse and by developing new model of disorder emphasising alternatives to delusional thinking,
targets often including persistent negative beliefs about self and others, characteristic reasoning styles
such as jumping to conclusions and distressing emotional reactions to events and anomalous experi-
ences; administered by skilled practitioners (doctorial level clinical psychologists) and treatment fideli-
ty assessed using the Cognitive Therapy for Psychosis Adherence Scale

Delivered by: five clinical nurse specialists with extensive professional experience of severe mental dis-
order

Frequency: 12 to 20 sessions within 9 months

Treatment duration: 9 months

2. Standard care group: N = 112

Content: good standard care delivered according to national and local service protocols and guide-
lines, including the prescription of antipsychotic medication

Delivered by: not reported

Frequency: nor reported

Treatment duration: 9 months

Garety 2008 
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Pathway 2 (for participants with carers)

1. CBT group*: N = 27

Content: targeted at relapse prevention, done by exploring people's understanding of triggers and risks
of relapse and by developing new model of disorder emphasising alternatives to delusional thinking,
targets often including persistent negative beliefs about self and others, characteristic reasoning styles
such as jumping to conclusions and distressing emotional reactions to events and anomalous experi-
ences; administered by skilled practitioners (doctorial level clinical psychologists) and treatment fideli-
ty assessed using the Cognitive Therapy for Psychosis Adherence Scale

Delivered by: five clinical nurse specialists with extensive professional experience of severe mental dis-
order

Frequency: 12 to 20 sessions within 9 months

Treatment duration: 9 months

2. Family intervention ** group: N = 28

Content: emphasis on improving communication, offering discussion of up-to-date information about
psychosis, problem-solving, reducing criticism and conflict, improving activity, and emotional process-
ing of grief, loss and anger

Delivered by: 16 mental health professionals

Frequency: not stated

Treatment duration: 9 months

3. Standard care** group: N = 28

Content: good standard care delivered according to national and local service protocols and guide-
lines, including the prescription of antipsychotic medication

Delivered by: not reported

Frequency: not reported

Treatment duration: 9 months

Outcomes Global state: relapse

Mental state: clinically important change (no improvement); general, positive symptoms, negative
symptoms, affective symptoms (PANSS scores), anxiety (BAI scores)

Adverse events: suicide attempts, death

Functioning: social (SOFAS scores)

Quality of life: general (EuroQOL scores)
Satisfaction with treatment: leaving the study early

Unable to use:

Mental state: depression (BDI scores) - skewed data

Mental state: delusion, hallucination (PSYRATS) - data not reported

Violent incidents - not predefined outcome for this review

Notes *In this trial 'treatment-as-usual' was the term used to describe standard care. Participants in CBT and
family therapy groups also received the standard care intervention.
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**We did not use data from the family therapy group and only used data from participants receiving
CBT plus standard care or standard care alone (N = 273).

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Low risk Quote: "...using randomised permuted blocks with a block size randomly vary-
ing between two and ten for the no carer pathway and three and nine for the
carer pathway..." (p.413).

Comments: adequate randomisation

Allocation concealment
(selection bias)

Low risk Quote: "Randomisation schedules were independently generated by a trial
randomisation service in a separate location from all trial centres..." (p.413).

Comments: adequate allocation concealment

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Quote: "Trial research assessors were independent of treatment delivery and
every effort was made to ensure they were kept masked to allocation." (p.415)
Comments: Participants and therapists knew the group assignment.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Low risk Quote: "Trial research assessors were independent of treatment delivery and
every effort was made to ensure they were kept masked to allocation." (p.415)

Comments: The outcome assessor could not foresee assignment.

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: Intention-to-treat analysis was undertaken.

Selective reporting (re-
porting bias)

High risk Comments: Delusion, hallucination were not reported.

Other bias Low risk Comments: no clear indication of other bias

Garety 2008  (Continued)

 
 

Methods Allocation: randomised
Blinding: assessor blind

Location: early Psychosis Prevention and Intervention Centre (EPPIC) in Melbourne and from Barwon
Health, Victoria, Australia

Length of follow-up: 30 months

Participants Diagnosis: schizophrenia (n = 27); schizophreniform (n = 9); schizoaffective disorder (n = 4); major de-
pressive disorder with psychotic features (n = 5); bipolar disorder (n = 4); delusional disorder (n = 1);
substance-induced psychotic disorder (n = 3); psychotic disorder (n = 24)

N = 81

Sex: 51 M, 30 F

Age: mean ˜ 20.1 years, SD ˜ 2.9 years

Included: length of illness: not reported; less than 6 months of prior treatment with antipsychotic med-
ications, age 15 to 25 years inclusive, and remission on positive symptoms of psychosis. Remission was

Gleeson 2009 
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defined as 4 weeks or more of scores of 3 (mild) or below on the subscale items hallucinations, unusual
thought disorder, conceptual disorganisation, and suspiciousness on the expanded version of the Brief
Psychiatric Rating Scale (BPRS).
Excluded: ongoing active positive symptoms of psychosis, severe intellectual disability, inability to
converse in or read English, and participation in previous CBT trials

Interventions 1. CBT group*: N = 41

Content: CBT focused upon relapse prevention although non-adherence to treatment, substance
abuse, coping with stress, and comorbid anxiety and depression were also targeted. There were paral-
lel individual CBT sessions and family therapy sessions (based upon cognitive behavioural family ther-
apy for schizophrenia (Falloon, 1988; Mueser & Glynn, 1999) where the family therapy focused upon
communication skills, psychoeducation regarding relapse risk, and a review of early warning signs and
documentation of a relapse prevention plan.

Delivered by: individual research therapist, who additionally adopted the role of outpatient case man-
ager for the duration of their treatment at EPPIC

Frequency: 7-month therapy window, approximately fortnightly

Treatment duration: 7 months

2. Standard care group: N = 40

Content: standard care was coordinated via an outpatient case manager and outpatient consultant
psychiatrist, with access to home-based treatment and a group programme as indicated. Standard
care was manualised for case managers with specific guidelines regarding the frequency of follow-up
and an outline of the treatments that should be covered in relation to phases of recovery.

Delivered by: not reported

Frequency: nor reported

Treatment duration: 7 months

Outcomes Global state: relapse

Mental state: general (BPRS scores)

Functioning: social (SOFAS scores)

Quality of life: physical, psychological, social relationship, environment (WHOQOL-BREF scores)

Satisfaction with treatment: leaving the study early

Engagement with services: compliance with medication/treatment (MARS scores)

Unable to use:

Mental state: negative symptom (SANS scores) - no total endpoint score

Mental state: depression (MADRS scores) - skewed data

Premorbid IQ: the Wechsler Test of Adult Reading (not predefined outcome for this review)

Substance use (clinician alcohol use scale, clinician drug use scale, Alcochol Use Disorders Identifica-
tion Test, World Health Organization Alcohol, Smoking, and Substance Involvement Screening Test)
(not predefined outcome for this review).

Notes *Participants in the CBT group also received the standard care intervention..

Risk of bias
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Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Low risk Quote: "Random allocation was managed by the study statistician (SC) using
computer generated random numbers." (p.478)

Comments: Randomisation was well conducted.

Allocation concealment
(selection bias)

High risk Quote: "The trial coordinator (DW), who was informed of the outcome of ran-
domisation via email and telephone, informed the treating team and, in rele-
vant cases, the research therapists of the outcome." (p.478)

Comments: Participants or investigators could possibly foresee assignments.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Quote: "The trial coordinator (DW), who was informed of the outcome of ran-
domisation via email and telephone, informed the treating team and, in rele-
vant cases, the research therapists of the outcome." (p.478)

Comments: Therapists knew the allocation assignment.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Low risk Quote: "Outcome raters were kept blind to treatment allocation via (1) regu-
lar and frequent reminders were sent to all clinical staJ regarding the impor-
tance of the blind; (2) the research assistant reminded participants. of the im-
portance of the blind at the commencement of each research interview; (3) the
research assistant was excluded from all clinical discussions regarding partici-
pants; and (4) the research assistant was forbidden from reading participants'
medical records." (p.478)

Comments: Blinding of the outcome assessor was well conducted.

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: Intention-to-treat analyses were provided. ITT employed a last-ob-
servation-carried-forward procedure.

Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Low risk Comments: none obvious

Gleeson 2009  (Continued)

 
 

Methods Allocation: randomised
Blinding: assessor blind

Location: treatment and residential settings, San Diego, America

Length of follow-up: 12 months after the end of treatment

Participants Diagnosis: schizophrenia or schizoaffective disorder (DSM-IV)

N = 76

Sex: 56 M, 20 F

Age: mean ˜ 54.5 years, SD ˜ 7 years

Included: length of illness: mean ˜ 30.1 years, SD ˜ 11.3 years; age from 42 to 74 years old

Granholm 2005 
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Excluded: disabling medical problems that would interfere with testing, absence of medical records
to inform diagnosis, and diagnosis of dependence on substances other than nicotine or caffeine within
the past 6 months

Interventions 1. CBT group*: N = 39

Content: The treatment manual included a participant workbook that contained homework forms.
The CBT was developed specifically for patients with schizophrenia; the age-relevant content modifica-
tions were added. To simplify learning and to help participants remember to use cognitive techniques
in everyday life, mnemonic aids were provided; behavioural role-playing exercises and problem-solving
skills.

Delivered by: Psychologists or senior graduate students who had 2 years of clinical experience deliv-
ered CBT.

Frequency: 24 weekly 2-hour group psychotherapy sessions

Treatment duration: 6 months

2. Standard care group: N = 37

Content: Participants continued in whatever ongoing care they were receiving including antipsy-
chotics.

Delivered by: not reported

Frequency: nor reported

Treatment duration: 6 months

Outcomes Mental state: general, positive symptoms, negative symptoms (PANSS scores); depression (HAMD
scores), insight (BCSI scores)

Functioning: social (UPSA, ILSS scores)

Satisfaction with treatment: leaving the study early

Unable to use:

Knowledge of specific skills and information (The Comprehensive Module Test) (not predefined out-
come for this review)

Medication dose (not predefined outcome for this review)

Notes *Participants in the CBT group also received the standard care intervention.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Low risk Quote: "A stratified randomisation procedure was used to assign participants
to treatments... sequential list of random numbers." (p.522)

Comments: adequate randomisation

Allocation concealment
(selection bias)

Unclear risk Comments: The author did not state the information about allocation conceal-
ment.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Quote: "...the coordinator was the only staJ person other than therapists with
knowledge of group membership... The assessors were blind to treatment
group." (p. 522)
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Comments: As the CBT was based on standard care, participants and person-
nel were not likely to be blinded.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Low risk Quote: "The assessors were blind to treatment group and measures were tak-
en to assure the blinding." (p.522)

Comments: The outcome assessor could not foresee assignment.

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: Six participants from the CBT group and five participants from the
control group leR the study early, however, ITT analysis was used to deal with
the missing data.

Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Low risk Comments: none obvious

Granholm 2005  (Continued)

 
 

Methods Allocation: randomised

Blinding: Assessor was blinded, however, it was unclear if the trialists and the participants were also
blinded.

Location: Norway

Length of follow-up: 2 years

Participants Diagnosis: schizophrenia (DSM-IV)

N = 50

Sex: male and female (numbers not reported)

Age: ˜ 25.4 years, SD ˜4.6 years

Included: length of illness: mean ˜ 2 years; recent onset, no substance abuse, no mental retardation,
has shown period of recovery from an initial psychotic episode

Excluded: not reported

Interventions 1. CBT group*: N = 30

Content: integrated treatment provided by multi-disciplinary team, including pharmacotherapy and
case management. Structured family psychoeducation, cognitive behavioural family education, prob-
lem-solving skills training, individual cognitive behavioural strategies for residual symptoms

Delivered by: not reported

Frequency: one hour per week for the first two months; and then every third week for an hour for the
first year; monthly for the second year

Treatment duration: 2 years

2. Standard care group: N = 20

Content: antipsychotic medication, supportive house and day care, crisis inpatient treatment, rehabili-
tation, brief psychoeducation and supportive psychotherapy

Delivered by: not reported

Grawe 2006 
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Frequency: not reported

Treatment duration: not reported

Outcomes Global state: relapse, clinically important change (no improvement)**, rehospitalisation

Adverse event: suicidal attempts

Satisfaction with treatment: leaving the study early

Unable to use:

Mental state: general (BPRS scores) - unable to extract data from graph

Functioning: general (GAF scores) - data not reported by groups

Notes *Participants in the CBT group also received the standard care intervention.

**

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Low risk Quote: "...random numbers provided by the central Optimal Treatment project
administration. Blocks were of variable size (8 - 12), stratified according to sex
and with a ratio of IT to ST of 3:2 to ensure that the majority of cases received
the experimental treatment."
Comment: Block and stratified randomisation was used.

Allocation concealment
(selection bias)

Low risk Quote: ''...random numbers provided by the central Optimal Treatment
project administration. Blocks were of variable size (8 - 12), stratified accord-
ing to sex and with a ratio of IT to ST of 3:2 to ensure that the majority of cases
received the experimental treatment..."

Comment: Allocation was concealed via Optimal Treatment Project adminis-
tration.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comment: Neither participants, nor therapists were blinded.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Low risk Quote: "Ratings were made by an independent rater who was blind to treat-
ment conditions..."

Comment: Assessor was blinded.

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comment: no incomplete outcome data

Selective reporting (re-
porting bias)

Low risk Comment: no selective reporting identified

Other bias Low risk Comment: no other bias identified

Grawe 2006  (Continued)
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Methods Allocation: randomised

Blinding: no blinding

Location: local community mental health teams in the West of Scotland (six CMHTs in Ayrshire and two
CMHTs in Glasgow)
Length of follow-up: 52 weeks

Participants Diagnosis: schizophrenia or a related disorder (DSM-IV)

N = 144

Sex: 105 M, 39 F

Age: mean ˜ 35.8 years, SD ˜ 9.6 years

Included: length of illness: mean ˜ 113 months, SD ˜ 81 months; receiving antipsychotic medication,
and considered relapse-prone

Excluded: non-English speaker, organic brain disorder, presence of significant learning disability, se-
vere positive psychotic symptoms (rating of 5 or more on any one item of the positive scale of the Pos-
itive and Negative Syndrome Scale; PANSS), a primary drug or alcohol dependence disorder (based on
the opinion of the key worker), or being in receipt of a concurrent psychotherapy (outside the study)

Interventions 1. CBT group*: N = 72

Content: CBT was divided into two phases. Targeted CBT included identifying and targeting beliefs and
behaviours, which increased risk to self or others, identifying and targeting beliefs and behaviours ac-
celerating relapse and developing alternative beliefs and reinforcing those through behaviour change.
During the study period, the CBT group received a median of 6 (range 0 - 14) outpatient medical consul-
tations and 28.5 (0 - 86) community mental health team contacts.

Delivered by: a clinical psychologist

Frequency: A five-session engagement phase was delivered between entry and 12 weeks. An intensive
targeted phase (2 - 3 sessions per week) was delivered at the appearance of early signs of relapse.

Treatment duration: 12 weeks

2. Standard care group*: N = 72

Content: all participants continued to receive their ongoing usual treatment, overseen by the partici-
pants' consultant psychiatrist. TAU entailed ongoing medication, regular psychiatric review and regular
follow-up from a key worker, usually a community mental health nurse. In addition, all participants had
access to a wider multidisciplinary community mental health team.

Delivered by: not reported

Frequency: not reported

Treatment duration: 12 weeks

Outcomes Global state: relapse, rehospitalisation

Mental state: general, positive symptoms, negative symptoms, affective symptoms (PANSS scores);
self-esteem (RSES scores)

Satisfaction with treatment: leaving the study early

Unable to use:

Brief Symptom Inventory (BSI scores) - data were not reported

Behaviour (PBIQ scores) - not predefined outcomes for this review

Gumley 2003 
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Notes *The term 'Treatment-as-usual (TAU)' was used in this paper; participants in the CBT group also re-
ceived standard care.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Low risk Quote: "...patient was randomised according to predetermined envelopes con-
taining the treatment group to which participants would be allocated (TAU or
CBT) devised by one of the authors, which was unbeknown to the assessors,
therapist or participants." (p.421)

Comments: Randomisation was well conducted.

Allocation concealment
(selection bias)

Low risk Quote: "The group allocation result which was unbeknown to the assessors,
therapist or participants." (p.421).

Comments: Participants and investigators enrolling participants could not
foresee assignment.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Quote: "A member of the research team opened an envelope that informed as
to which group individual participants were: to be allocated." (p.421)

Comments: The blinding was broken as the envelope was opened after ran-
domisation.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

High risk Quote: "Two research nurses, who were not blind to the treatment allocation
of participants, conducted follow-up assessments." (p.421)

Comments: The outcome assessor was not blinded.

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: All analyses were according to the intention-to-treat principle.

Selective reporting (re-
porting bias)

Low risk Comments: Psychological distress was measured using the Brief Symptom In-
ventory (BSI); the author did not report this outcome.

Other bias Low risk Comments: none obvious

Gumley 2003  (Continued)

 
 

Methods Allocation: randomised

Blinding: researchers were blinded to randomisation results

Location: community care, China

Length of follow-up: 64 weeks

Participants Diagnosis: schizophrenia (ICD-10)

N = 64

Sex: 27 M, 37 F

Age: mean ˜ 30.1 years, SD ˜ 7.6 years

Guo 2015 
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Included: length of illness: mean ˜ 102.5 months, SD ˜ 76.0 months; participants with age 18 - 60 years
old, at least one of the PANSS scores ≥ 3, had been stabilised on antipsychotic medication for at least a
4-week period, give informed consent to a proposed treatment

Excluded: being seriously ill and in hospital or need to be hospitalised, with seriously physical disease
or with combination of other psychotic disorders, had not been able to communicate effectively, previ-
ous experience of electroconvulsive therapy inside of one month period

Interventions 1. CBT group*: N = 32

Content: CBT procedure was edited according to previous study and guideline (Li 2015 and Wright
2010).

Delivered by: rehabilitation therapists

Frequency: A 50 - 60 minute CBT was conducted with the first 3 sessions at the first two weeks and the
next 5 sessions at the next 10 weeks; in total, there were 8 sessions in 12 weeks.

Treatment duration: 12 weeks

2. Standard care group*: N = 32

Content: antipsychotics (first generation and second generation) and nursing

Delivered by: not reported

Frequency: not reported

Treatment duration: 12 weeks

Outcomes Global state: relapse**, rehospitalisation

Mental state: clinically important change (no improvement) ***; general, positive symptoms, negative
symptoms, affective symptoms (PANSS scores), insight (SAI scores)

Functioning: social (PSP scores)

Satisfaction with treatment: leaving the study early

Unable to use:

Type and dosage of antipsychotic drugs received, number of staJ on work, duration of work - not pre-
defined outcomes for this review

Notes *The term 'Treatment-as-usual (TAU)' was used in this paper; participants in CBT group also received
standard care.

**Defined as PANSS score of any core symptom > 5 or PANSS score of two symptom > 4

***Defined as the reducing rate of PANSS score < 25%

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Low risk Quote: ''...computer generated random number...'' (p.333).

Comments: The investigators described a random component in the sequence
generation process.

Allocation concealment
(selection bias)

Low risk Quote: "An independent researcher organized and assigned the random num-
ber." (p.333).

Guo 2015  (Continued)
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Comments: Allocation could not be foreseen.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: No details of the blinding of participants and personnel were pro-
vided. However, as the CBT was based on standard care, participants and per-
sonnel were not likely to be blinded.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Low risk Quote: "...participants were not allowed to give group information to re-
searchers..." (p.334).

Comments: The outcome assessor could not foresee assignment.

Incomplete outcome data
(attrition bias) 
All outcomes

High risk Quote: ''ITT analysis was used to deal with drop-outs.'' (p.335)

Comments: 2 participants (6.25%) in CBT group and 9 participants (28.1%) in
control group leR the study early or were lost to follow-up. The number was
not balanced in the two compared groups and no reasons reported, although
ITT analysis was used. The dropout rate of the control group was high.

Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Low risk Comments: none obvious. The study was funded by Beijing Medicine Re-
search and Development Fund (009—1050); China and WHO cooperation:
WPCHN1003566.

Guo 2015  (Continued)

 
 

Methods Allocation: randomised

Blinding: assessor blind

Location: inpatient psychiatry units, Pakistan

Length of follow-up: 24 weeks

Participants Diagnosis: schizophrenia (DSM-IV-TR)

N = 42

Sex: 25 M, 17 F

Age: mean ˜ 33.5 years, SD ˜ 10.5 years

Included: length of illness: mean ˜ 8.8, SD ˜ 5.7, however, the unit was not stated; being able to engage
with a therapist, age 18 to 65 years, and with at least 5 years of education of the participant or a carer at
school level

Excluded: comorbid alcohol or substance dependence, organic brain syndrome or learning disability,
and high levels of disturbed behaviour, or high risk of suicide or homicide based on clinical impression

Interventions 1. CBT group*: N = 21

Content: Therapy was provided according to a manualised treatment protocol (Kingdon and Turking-
ton, 1994), and was culturally adapted.

Delivered by: psychologist who had received training in CBTp

Frequency: 16 sessions lasting approximately one hour, twice weekly session

Habib 2015 
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Treatment duration: 12 weeks

2. Standard care group*: N = 21

Content: antipsychotic medication and nursing care

Delivered by: not reported

Frequency: not reported

Treatment duration: 4 - 6 months

Outcomes Mental state: positive symptoms, negative symptoms, affective symptoms, hallucination, delusions
(PANSS scores); insight (SAI scores)

Notes *Participants in the CBT group also received standard care intervention

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Low risk Quote: "Randomization was performed using (www.randomization.com)." (p.
202)

Comments: Randomisation was well conducted.

Allocation concealment
(selection bias)

Unclear risk Comments: The author did not state the information about allocation conceal-
ment.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: The author did not address this information. However, partici-
pants and personnel were not likely to be blinded because participants in the
treatment group received CBT, and the control group only received standard
care.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Low risk Quote: "After taking informed consent participants were assessed by blind as-
sessors." (p.202)

Incomplete outcome data
(attrition bias) 
All outcomes

Unclear risk Comments: The author did not address the number of dropouts. Intention-to-
treat analysis was performed.

Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Low risk Comments: none obvious

Habib 2015  (Continued)

 
 

Methods Allocation: randomised

Blinding: no blinding

Location: inpatients, China

Length of follow-up: 12 weeks

Participants Diagnosis: first-episode paranoia schizophrenia (ICD-10)

He 2012 
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N = 100

Sex: 100 M, 0 F

Age: mean ˜ 37.8 years, SD ˜ 6.5 years

Included: length of illness: mean ˜ 9.82 months, SD ˜ 3.78 months; achieved clinical response (the de-
creased rate of PANSS total score ≥ 50% or PANSS total score ≤ 60) after acute management; the score
of item 'G12' in PANSS scale ≤ 3; 16 - 40 years old; female; participants signed the informed consent;
stable condition with current antipsychotics use and no plan to change the medication in future

Excluded: participants combined with mental retardation or brain organic disease; participants with
severe recession or agitation who are unavailable to cooperate; participants with severe depression,
anxiety or drug abuse; participants with severe physical disorder or severe medication; relevant ad-
verse events; lack of insight; the length of hospitalisation more than 1 year

Interventions 1. CBT group*: N = 50

Content: The intervention was based on a cognitive behavioural therapy handbook developed by the
investigators. The therapeutic milieu and content was applied according to the handbook.

Delivered by: not stated

Frequency: a one-hour CBT intervention every day for 28 days

Treatment duration: 28 days

2. Standard care group: N = 50

Content: 15 participants received risperidone, 11 received perphenazine, and 14 participants received
quetiapine.

Delivered by: not reported

Frequency: not reported

Treatment duration: 28 days

Outcomes Mental state: anxiety (HAMA scores)

Satisfaction with treatment: leaving the study early

Notes *Participants in the CBT group also received the standard care intervention.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Low risk Quote: "Randomly assigned based on random number table." (p.652)

Comments: The investigators described a random component in the sequence
generation process.

Allocation concealment
(selection bias)

Unclear risk Comments: The method of concealment was not described.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: The author did not address this information. However, partici-
pants and personnel were not likely to be blinded because participants in the
treatment group received CBT, and the control group only received standard
care.

Blinding of outcome as-
sessment (detection bias) 

Unclear risk Comments: The study did not address blinding.

He 2012  (Continued)
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All outcomes

Incomplete outcome data
(attrition bias) 
All outcomes

High risk Comments: high rate of dropouts. Fifteen of fiRy in the CBT group and 10 of 50
in the antipsychotics group leR the study early. The author did not state rea-
sons for the dropouts.

Selective reporting (re-
porting bias)

Low risk Comments: Ameasured outcomes were reported.

Other bias Low risk Comments: none obvious

He 2012  (Continued)

 
 

Methods Allocation: randomised

Blinding: no blinding

Location: inpatients, China

Length of follow-up: 24 weeks

Participants Diagnosis: schizophrenia (CCMD-3)

N = 79

Sex: 44 M, 35 F

Age: mean ˜ 26.5 years, SD ˜ 1.3 years

Included: length of illness: mean ˜ 5.3 years, SD ˜ 1.5 years

Excluded: not reported

Interventions 1. CBT group*: N = 40

Content: The author did not state details on CBT.

Delivered by: six experienced psychologists

Frequency: The length of CBT was 60 minutes per time, once per week for 24 weeks.

Treatment duration: 24 weeks

2. Standard care group: N = 39

Content: Participants received risperidone with a dosage of 3 - 6 mg/time. A length of four weeks was
considered as one course of treatment. The intervention involves 6 courses of treatment in total.

Delivered by: not reported

Frequency: not reported

Treatment duration: 24 weeks

Outcomes Mental state: general, positive symptoms, negative symptoms, affective symptoms (PANSS scores)

Functioning: semantic influencing, mood management, continuous performance, visual memory and
verbal memory (MCCB scores)

Notes *Participants in the CBT group also received the standard care intervention.

Hu 2013 
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Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Quote: "Participants were randomly assigned..." (p.17).

Comments: insufficient information about the sequence generation process to
permit judgement of 'Low risk' or 'High risk'

Allocation concealment
(selection bias)

Unclear risk Comments: The method of concealment was not described.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: The author did not address this information. However, partici-
pants and personnel were not likely to be blinded because participants in the
treatment group received CBT, and the control group only received standard
care.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Unclear risk Comments: The method of blindness was not described.

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: no attrition

Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Low risk Comments: none obvious

Hu 2013  (Continued)

 
 

Methods Allocation: randomised

Blinding: no blinding

Location: inpatients, China

Length of follow-up: 6 months

Participants Diagnosis: schizophrenia (CCMD-3)

N = 80

Sex: 40 M, 40 F

Age: mean ˜ 33.98 years, SD ˜ 8.13 years

Included: length of illness: mean ˜ 2.73 years, SD ˜ 1.06 years; length of illness less than 5 years; length
of hospitalisation more than 6 months, age 20-50 years old

Excluded: severe physical disorder

Interventions 1. CBT group*: N = 40

Content: The cognitive behavioural therapy included wrong behaviour correction, relaxation, etc.

Delivered by: not reported

Hu 2014 
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Frequency: one-hour CBT, once per week

Treatment duration: not reported

2. Standard care group: N= 40

Content: antipsychotics

Delivered by: not reported

Frequency: not reported

Treatment duration: not reported

Outcomes Functioning: intelligence (WAIS-RC scores)

Unable to use:

Verbal intelligence and performance intelligence measured by WAIS-RC - item scores within a subscale

Notes *Participants in the CBT group also received the standard care intervention.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Quote: "Participants were randomly assigned..." (p.8).

Comments: insufficient information to make judgement

Allocation concealment
(selection bias)

Unclear risk Comments: The method of concealment was not described.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: The author did not address this information. However, partici-
pants and personnel were not likely to be blinded because participants in the
treatment group received CBT, and the control group only received standard
care.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Unclear risk Comments: The method of blindness was not described.

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: no attrition

Selective reporting (re-
porting bias)

Low risk Comments: Ameasured outcomes were reported.

Other bias Low risk Comments: none obvious

Hu 2014  (Continued)

 
 

Methods Allocation: randomised

Blinding: assessor blind
Location: four Mental Health Services throughout the West Midlands in the UK

Length of follow-up: 12 months

Jackson 2009 
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Participants Diagnosis: first episode of non-affective* psychosis (ICD-10)

N = 76

Sex: 49 M, 17 F

Age: 16 - 35 years, mean ˜ 24.1 years, SD ˜4.7 years

Included: length of illness: mean ˜ 17.4 weeks, SD ˜ 25.4 weeks; experienced a first episode of psy-
chosis within the previous 6 - 18 months

Excluded: non English speakers; unable to give informed consent

Interventions 1. CBT group**: N = 36

Content: The cognitive therapy-based recovery intervention (CRI) was designed to be delivered on a
weekly basis over a 6 month period (i.e. it was limited to a maximum of 26 sessions) and followed a pro-
tocol-based modular approach. There were three key components: (a) engagement and formulation;
(b) trauma processing; and (c) appraisals of psychotic illness (shame, loss, and entrapment). The inter-
vention, therefore, is not just designed for those who could be described as 'traumatised' by their expe-
riences of psychosis. It is intended to be helpful for all first episode patients adjusting to and recovering
from a first episode of psychosis.

Delivered by: four clinical psychologists and a cognitive behavioural psychotherapist

Freqency: a weekly basis over a 6-month period

Treatment duration: 6 months

2. Standard care group: N = 30

Content: Those assigned to the standard care group received treatment-as-usual from their local men-
tal health services. Standard care consisted of a combination of case management and antipsychotic
medication.

Delivered by: not reported

Frequency: not reported

Treatment duration: 6 months

Outcomes Mental state: depression (CDS scores), self-esteem (RSCQ scores)

Satisfaction with treatment: leaving the study early

Unable to use:

Post-traumatic phenomena: IES score - not predefined outcome for this review

Attraction, worth, auto self-regulation, comp, value of existence: RSCQ scores - not predefined out-
comes for this review

Notes *We think 'non-affective' could be schizophrenia, but not necessarily 100%. In this case, we have given
this trial the benefit of the doubt and decided to include it.

**The term 'Treatment-as-usual (TAU)' was used in this paper. Participants in the CBT group also re-
ceived the standard care intervention.

Risk of bias

Bias Authors' judgement Support for judgement

Jackson 2009  (Continued)
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Random sequence genera-
tion (selection bias)

Low risk Quote: "Participants were randomly assigned to CBT or Standard care by
means of a computerised random number generator administered by the
Birmingham University Clinical Trials Unit independent of the research
team." (p.455)

Comments: Randomisation was well conducted.

Allocation concealment
(selection bias)

Low risk Quote: "...random number generator administered by the Birmingham Univer-
sity Clinical Trials Unit independent of the research team." (p.455)

Comments: Participants and investigators enrolling participants could not
foresee assignment

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: The author did not address this information. However, partici-
pants and personnel were not likely to be blinded because participants in the
treatment group received CBT, and the control group only received standard
care.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Low risk Quote: "In addition, to maintain blindness, therapists and clients were asked
not to discuss with the research associates which group they were allocated to
and research staJ did not attend treatment meetings or access case notes fol-
lowing randomisation. Assessors were asked to record any loss of masking to
treatment allocation. " (p.455)

Comments: The outcome assessor was blinded.

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: intention-to-treat analysis undertaken

Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Low risk Comments: none obvious

Jackson 2009  (Continued)

 
 

Methods Allocation: randomised

Blinding: not addressed

Location: inpatients, China

Length of follow-up: 8 weeks

Participants Diagnosis: schizophrenia (CCMD - 3/DSM - IV)

N = 60

Sex: 44 M, 16 F

Age: mean ˜ 22.1 years, SD ˜ 3.98 years

Included: length of illness: mean ˜ 2.04 years, SD ˜ 1.16 years; 15 - 35 years old; participants able to give
signed, informed consent; stable condition with current antipsychotics use; no aggressive action, par-
ticipants with consistent hallucination, delusion, and volitional behaviour disturbance

Jia 2005 
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Excluded: participants who are with organic brain disease or had received CBT therapy; participants
who were addicted to alcohol or had drug abuse

Interventions 1. CBT group*: N = 22

Content: rational thinking training, help for the participants to realise their inappropriate cognition, be-
havioural training, diary and health education

Delivered by: not stated

Frequency: once or twice per week for 8 weeks

Treatment duration: 8 weeks

2. Standard care group: N = 38

Content: standard psychiatry nursing care, emotional support and health education

Delivered by: not reported

Frequency: not reported

Treatment duration: 8 weeks

Outcomes Mental state: clinically important change (no improvement)**; general, positive symptoms, negative
symptoms, hallucinations, delusions (PANSS)

Unable to use:

Mental state: excitement, cognition, passive/apathetic social withdrawal, disturbance of volition, lack
of judgement & insight (PANSS item scores) - not validated item scores

Notes *Participants in the CBT group also received the standard care intervention.

**Defined as reducing rate of PANSS score < 25%

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Quote: "Participants were randomly assigned..." (p.10)

Comments: insufficient information about the sequence generation process to
permit judgement of 'Low risk' or 'High risk'

Allocation concealment
(selection bias)

Unclear risk Comments: The method of concealment was not described.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: The author did not address this information. However, partici-
pants and personnel were not likely to be blinded because participants in the
treatment group received CBT, and the control group only received standard
care.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Unclear risk Comments: The method of blindness was not described.

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: no attrition

Jia 2005  (Continued)
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Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Low risk Comments: none obvious

Jia 2005  (Continued)

 
 

Methods Allocation: randomised

Blinding: not addressed

Location: inpatients, China

Length of follow-up: 8 weeks

Participants Diagnosis: first-episode paranoia schizophrenia (ICD-10)

N = 120

Sex: 43 M, 77 F

Age: mean ˜ 34.7 years, SD ˜ 9.2 years

Included: length of illness: mean ˜ 6.42 years, SD ˜ 4.6 years

Excluded: not reported

Interventions 1. CBT group*: N = 60

Content: to help participants understand their symptoms and strategies to prevent the symptoms, cog-
nitive rebuild, communication with therapists. The dosage of risperidone was 3.8 ± 0.7 mg/day.

Delivered by: not reported

Frequency: a one-hour CBT intervention every day for 28 days

Treatment duration: 8 weeks

2.Standard care group: N = 60

Content: The dosage of risperidone was 3.8 ± 0.6 mg/day.

Delivered by: not reported

Frequency: not reported

Treatment duration: 8 weeks

Outcomes Mental state: clinically important change (no improvement) *, general (BPRS scores)

Notes *Participants in the CBT group also received the standard care intervention.

**Defined as decrease rate of BPRS score < 30%

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Quote: "Participants were randomly assigned..." (p.10).

Jiao 2014 
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Comments: insufficient information about the sequence generation process to
permit judgement of 'Low risk' or 'High risk'

Allocation concealment
(selection bias)

Unclear risk Comments: The method of concealment was not described.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: The author did not address this information. However, partici-
pants and personnel were not likely to be blinded because participants in the
treatment group received CBT, and the control group only received standard
care.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Unclear risk Comments: The method of blindness was not described.

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: no attrition

Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Low risk Comments: none obvious

Jiao 2014  (Continued)

 
 

Methods Allocation: randomised
Blinding: no blinding

Location: the Maudsley Trust, London; Addenbrooke's Hospital Trust, Cambridge and Norfolk Mental
Health Trust, Norwich, UK

Length of follow-up: 18 months

Participants Diagnosis: schizophrenia (n = 39); delusion disorder (n = 13); schizoaffective disorder (n = 2)

N = 60

Sex: 38 M, 22 F

Age:19 - 65 years old

Included: length of illness: 1 - 26 years; at least one current positive psychotic symptom (such as delu-
sions or hallucinations) that was distressing, unremitting (at least the past six months) and medica-
tion-resistant, that is, had not responded to a previous trial of at least six months of appropriate an-
tipsychotic medication. Clients prescribed clozapine needed to have been stable on this for at least one
year (to allow time for all benefit to occur).
Excluded: drug, alcohol or organic problems as primary features

Interventions 1. CBT group*: N = 28

Content: Initial sessions were focused on facilitating engagement in treatment. Considerable effort
was spent on building and maintaining a good basic therapeutic relationship, and this relationship was
characterised by considerable flexibility on the part of the therapist. When necessary, treatment was
arranged in locations convenient to the client, including home visits and proactive outreach. Behav-
ioural therapy techniques, including activity scheduling, relaxation, and skills training.

Delivered by: experienced clinical psychologists

Kuipers 1997 
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Frequency: one-hour session conducted weekly then fortnightly

Treatment duration: 9 months

2. Standard care group: N = 32

Content: case management and medication

Delivered by: not reported

Frequency: not reported

Treatment duration: 9 months

Outcomes Mental state: clinically important change (no improvement) *, general (BPRS scores)

Adverse events: death

Satisfaction with treatment: leaving the study early

Unable to use:

Mental state: changes in key psychotic symptoms (PSE-10, MADS, BAI, BDI, BHS, SCQ scores - data not
reported

Functioning: social (SFS scores) - data not reported

Notes *Participants in the CBT group also received the standard care intervention.

**A change of less than five points on the BPRS was taken as indicating no reliable clinical change.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Quote: "...randomised permuted blocking and a block size of six." (p.319)

Comments: adequate randomisation

Allocation concealment
(selection bias)

Unclear risk Comments: The method of concealment was not described.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: The author did not address this information. However, partici-
pants and personnel were not likely to be blinded because participants in the
treatment group received CBT, and the control group only received standard
care.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

High risk Quote: "...it is extremely difficult to make assessments that are totally blind to
the treatment condition and this was not attempted." (p.319)

Comments: blinding of outcome assessment not ensured

Incomplete outcome data
(attrition bias) 
All outcomes

Unclear risk Comments: Four participants from the CBT group and seven participants from
the control group leR the study early. However, no reasons were reported.

Selective reporting (re-
porting bias)

High risk Comments: Many measured outcomes were not reported.

Other bias Low risk Comments: none obvious

Kuipers 1997  (Continued)
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Methods Allocation: randomised
Blinding: assessor blind
Location: 11 mental health units serving 3 geographically defined catchment areas, Manchester/Sal-
ford, Liverpool, and north Nortinghamshire
Length of follow-up: 18 months

Participants Diagnosis: schizophrenia, schizophreniform disorder, schizoaffective disorder or delusional disorder
(DSM-IV)

N = 203*

Sex: 141 M, 62 F

Age: median ˜ 27 years
Included: length of illness: not reported; either first or second admission (within 2 years of a first ad-
mission) to inpatient or day patient unit for treatment of psychosis; positive psychotic symptoms for 4
weeks or more; score of 4 or more (moderate or severe) on the PANSS target item either for delusions
(Pl) or hallucinations (P3); neither substance misuse nor organic disorder judged to be the major cause
of psychotic symptoms

Excluded: not reported

Interventions 1. CBT group**: N = 101

Content: The CBT was manual-based with four stages:

Stage 1: a cognitive–behavioural analysis of how symptoms might relate to cognitions, behaviour, and
coping strategies. Education about the nature and treatment of psychosis, using a stress vulnerability
model to link biological and psychological mechanisms, was used to help engagement.

Stage 2: A problem list was generated collaboratively with the participant. This was then prioritised ac-
cording to the degree of distress attached, feasibility and, where relevant, clinical risk involved. Priori-
tised problems were assessed in detail and a formulation was agreed which included such issues as
trigger situations and cognitions.

Stage 3: Interventions particularly addressed positive psychotic symptoms of delusions and hallucina-
tions, generating alternative hypotheses for abnormal beliefs and hallucinations, identifying precipitat-
ing and alleviating factors, and reducing associated distress.

Stage 4: Monitoring positive psychotic symptoms of delusions and hallucinations.

Delivered by:one of five therapists trained in CBT in psychosis, supervised by experienced cognitive
therapists.

Freqency: 15 - 20 hours within a 5-week treatment envelope, plus 'booster' sessions at a further 2
weeks and 1, 2, and 3 months

Treatment duration: 70 days

2. Standard care group: N = 102

Content: There was no attempt to standardise 'routine care'. This means that the content of 'routine
care' was not specifiable, except that it always included day or inpatient treatment and included an-
tipsychotic drugs

Delivered by: not reported

Frequency: not reported

Treatment duration: 70 days

Lewis 2002 
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Outcomes Global state: relapse, rehospitalisation

Mental state: general, positive symptoms, negative symptoms, affective symptoms (PANSS scores);
delusions (PsyRATs scores)

Adverse effects: death of any cause

Satisfaction with treatment: leaving the study early

Unable to use:

Mental state: hallucination - not able to use as data only derived from a subgroup of population)

Mental state: (BIS, RSES scores) - data for each group not reported

Functioning: social (SFS scores) - data for each group not reported

Engagement with treatment: compliance with medication - data for each group not reported

Substance misuse - not a predefined outcome for this review

Notes *This is a triple-arm study, and 305 participants were included in this study, six people excluded after
randomisation. We did not use data from the participants in the supportive therapy arm (n = 106).

**Participants in the CBT group also received the standard care intervention.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Low risk Quote: "Independent, concealed randomisation of individuals with minimisa-
tion was then performed by a trial administrator at each centre." (p.s92)

Comments: Randomisation was well conducted.

Allocation concealment
(selection bias)

Low risk Quote: "Independent, concealed randomisation of individuals with minimisa-
tion was then performed by a trial administrator at each centre." (p.s92)

Comments: Participants and investigators enrolling participants could not
foresee assignment.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Quote: "The interventions were carried out independently of clinical staJ, who
were kept unaware of treatment allocation." "Clinical staJ were instructed not
to divulge details of therapist contacts to the raters." (p.s92)

Comments: As the CBT was based on standard care, participants and person-
nel were not likely to be blinded.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Low risk Quote: "All outcome assessments were made blind to treatment allocation. Ex-
tensive steps were taken to maintain blindness of raters." (p.s92)

Comments: The outcome assessor could not foresee assignment.

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: Intention-to-treat analysis was conducted.

Selective reporting (re-
porting bias)

High risk Comments: The author did not report data for four outcomes.

Other bias Low risk Comments: none obvious

Lewis 2002  (Continued)
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Methods Allocation: randomised

Blinding: not addressed

Location: China

Length of follow-up: 8 weeks

Participants Diagnosis: schizophrenia (CCMD-3)

N = 118

Sex: 62 M, 56 F

Age: 19 - 60 years

Included: Further description of illness not reported.

Excluded: Participants with cerebrovascular disease or severe physical disorder were excluded. Preg-
nant or breast feeding females were also excluded.

Interventions 1. CBT group*: N = 60

Content: Ziprasidone was titrated from 20 - 40 mg/d to 80 - 120mg/d, taken orally Cognitive therapy
was conducted to help the participant correct his or her wrong beliefs or thinking process; establish
and intensify the right cognition.

Delivered by: not reported

Frequency: not reported

Treatment duration: 8 weeks

2. Standard care group: N = 58

Content: ziprasidone, no more details

Delivered by: not reported

Frequency: not reported

Treatment duration: 8 weeks

Outcomes Mental state: general, positive symptoms, negative symptoms, affective symptoms (PANSS scores)

Engagement with services: refusing treatment

Notes *Participants in the CBT group also received the standard care intervention.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Quote: "Participants were randomly assigned..." (p.111).

Comments: insufficient information about the sequence generation process to
permit judgement of 'Low risk' or 'High risk'

Allocation concealment
(selection bias)

Unclear risk Comments: The method of concealment was not described.

Li 2013a 
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Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: The author did not address this information. However, partici-
pants and personnel were not likely to be blinded because participants in the
treatment group received CBT, and the control group only received standard
care.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Unclear risk Comments: The method of blindness was not described.

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: The author did not describe the dropouts. However from the re-
ported data, there was no attrition.

Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Low risk Comments: none obvious

Li 2013a  (Continued)

 
 

Methods Allocation: randomised

Blinding: assessor blind

Location: inpatients, China

Length of follow-up: 12 months

Participants Diagnosis: schizophrenia (CCMD-3)

N = 80

Sex: 50 M, 30 F

Age: mean ˜ 36.7 years, SD ˜ 8.5 years

Included: length of illness: mean ˜ 5.32 years, SD ˜ 4.63 years; the item score of hallucination in PANSS
≥ 3; age 20 - 50 years; without receiving antipsychotics, antidepressive drugs, antimanic drugs, and an-
ti-epileptic drugs four weeks before randomisation

Excluded: participants combined with brain organic disease and severe physical disorder; participants
who has a history of electric shock; alcohol or drug abuse; other mental disorder; have received CBT
before randomisation

Interventions 1. CBT group*: N = 40

Content: psychoeducation about voice; discuss the content of hallucinations; introduction of the ABC
model; discuss the link between voice and behaviour; coping strategies

Delivered by: not reported

Frequency: forty minutes per time; 12 sessions among 6 months

Treatment duration: 6 months

2. Standard care group: N = 40

Content: Participants received risperidone titrated upwards from 1 mg/d to 6 mg/d. Benzodiazepine or
artane can be used when necessary.

Li 2014 
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Delivered by: not reported

Frequency: not reported

Treatment duration: 6 months

Outcomes Mental state: general (PANSS scores), hallucinations (AHRS scores)

Adverse events: any adverse event, various specific events

Satisfaction with treatment: leaving the study early

Notes *Participants in the CBT group also received the standard care intervention.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Low risk Quote: "Participants were randomly assigned based on random number ta-
ble." (p.503)

Comments: adequate randomisation

Allocation concealment
(selection bias)

Unclear risk Comments: The method of concealment was not described.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: The author did not address this information. However, partici-
pants and personnel were not likely to be blinded because participants in the
treatment group received CBT, and the control group only received standard
care.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Low risk Comments: blinded outcome assessor

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: Two participants in the treatment group leR the study early.

Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Low risk Comments: none obvious

Li 2014  (Continued)

 
 

Methods Allocation: randomised

Blinding: Researchers were blinded to randomisation results.

Location: inpatients, China

Length of follow-up: 6 months

Participants Diagnosis: schizophrenia (CCMD-3)

N = 100

Sex: 64 M, 36 F

Li 2015 
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Age: mean ˜ 36.5 years, SD ˜ 8.7 years

Included: length of illness: mean ˜ 5.23 years, SD ˜ 4.37 years; the sum of positive and negative syn-
drome of PANSS scores ≥ 60; be able to understand and cooperate with the clinicians; give informed
consent to proposed treatment

Excluded: with or a history of brain disease; serious physical disease; previous experience of electro-
convulsive therapy; previous experience of CBT

Interventions 1. CBT group*: N = 50

Content: building of a therapeutic alliance; functional analysis of key symptoms, leading to a formu-
lation and problem list; scheduling of activity; simulated scene training and case explanation; explo-
ration and enhancement of current coping strategies; homework assignments. The dosage of risperi-
done in the CBT group was 1/3 amount of that used in the antipsychotics group.

Delivered by: therapists

Frequency: A 40-minute CBT was conducted weekly in the first 4 weeks, twice per week during 5 - 16
weeks, and weekly during 17 - 24 weeks.

Treatment duration: 6 months

2. Standard care group: N = 50

Content: Risperidone was titrated from 1 mg/day to 4 - 6 mg/day; the dosage of risperidone was adjust-
ed by the participants' response; benzodiazepines and antan can be used when necessary.

Delivered by: not reported

Frequency: not reported

Treatment duration: 6 months

Outcomes Functioning: cognitive (WCST), memory (CMS)

Unable to use:

Mental state: general PANSS (data not reported)

Executive function of the frontal lobe: subscales of WCST (not predefined for this review)

LeR temporal lobe function: subscales of AAT (not predefined for this review)

Notes *Participants in the CBT group also received the standard care intervention.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Low risk Quote: "The randomization was carried out by using random number ta-
ble." (p.211)

Comments: The investigators described a random component in the sequence
generation process.

Allocation concealment
(selection bias)

Unclear risk Comments: The method of concealment was not described.

Blinding of participants
and personnel (perfor-
mance bias) 

High risk Comments: The author did not describe the blinding of participants and per-
sonnel. However, as the CBT was based on standard care, participants and
personnel were not likely to be blinded.

Li 2015  (Continued)
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All outcomes

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Low risk Comments: Researchers were blinded to randomisation results.

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: no attrition

Selective reporting (re-
porting bias)

High risk Comments: The PANSS score were not reported.

Other bias Low risk Comments: none obvious. The study was funded by scientific project funding
from the Department of Science and Technology of Shandong province (2013)
no.137.

Li 2015  (Continued)

 
 

Methods Allocation: randomised

Blinding: not addressed

Location: community care, China

Length of follow-up: 1 year

Participants Diagnosis: chronic schizophrenia (CCMD-3)

N = 100

Sex: 48 M, 44 F

Age: 18 - 60 years, mean ˜ 37.3 years, SD ˜ 10 years

Included: length of illness: mean ˜ 14 years, SD ˜ 10.9 years; length of illness > 5 years, state of the ill-
ness was stabilised and medication was continued, living in community and taken care by at least one
of the direct relatives

Excluded: mental retardation, serious physical disease, pregnancy or lactation

Interventions 1. CBT group*: N = 48

Content: functional analysis of symptoms and negative behaviour, providing treatment therapy, to
help participants to develop positive attitudes, improve cognitive abilities, reduce conflicts with social
interaction, improve clinical compliance, reduce negative mood, improve the way of thinking

Delivered by: specially trained therapists

Frequency: A 50-minute CBT was conducted twice weekly in the first 6 months, once per week in the
next 6 months, with a specialist coming weekly in assistance with the therapies.

Treatment duration: 1 year

2. Standard care group**: N = 44

Content: not reported

Delivered by: not reported

Frequency: not reported

Li 2015a 
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Treatment duration: 1 year

Outcomes Mental state: general (SCL-90 scores)

Satisfaction with treatment: leaving the study early

Unable to use:

Mental state: depression, anxiety, psychotic symptoms, somatisation, sensitivity of interpersonal rela-
tionships, obsessive-compulsive disorder, hostility, paranoia, phobia (SCL-90 scores) - skewed data

Burden: family burden scale score for relatives of the participant (not predefined outcome for this re-
view)

Notes *Participants in the CBT group also received the standard care intervention.

**The term 'Control' was used for the comparator group with no further details given.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Low risk Quote: "Randomisation was carried out by using random number table." (p.2)

Comments: The investigators described a random component in the sequence
generation process.

Allocation concealment
(selection bias)

Unclear risk Comments: The author did not describe allocation concealment. Insufficient
information to permit judgement of 'Low risk' or 'High risk'

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: The author did not describe the blinding of participants and per-
sonnel. However, as the CBT was based on standard care, participants and
personnel were not likely to be blinded.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Unclear risk Comments: The author did not describe the blinding of outcome assessment.
Insufficient information to permit judgement of 'Low risk' or 'High risk'.

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: 2 participants in the CBT group and 6 participants in the standard
care group dropped out during the study, due to the participants or relatives
refusing treatment.

Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Low risk Comments: none obvious. The study was funded by Chang Zhou scientific
project funding from the Department of Science and Technology of Jiangsu
province, no. CS20102013.

Li 2015a  (Continued)

 
 

Methods Allocation: randomised

Blinding: not addressed

Location: inpatients, China

Liu 2012 
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Length of follow-up: 6 months

Participants Diagnosis: schizophrenia (CCMD-3)

N = 112

Sex: 68 M, 44 F

Age: mean ˜ 41.6 years, SD ˜ 3.5 years

Included: length of illness: mean ˜ 4.9 years, SD ˜ 0.5 years; achieved clinical response after one hospi-
talisation; at the stage of rehabilitation

Excluded: not reported

Interventions 1. CBT group*: N = 56

Content: antipsychotics, rehabilitation training, cognitive and behaviour modification, life skill training,
rebuilding the link between cognition, behaviour, and psychology

Delivered by: not reported

Frequency: not reported

Treatment duration: 6 months

2. Standard care group: N = 56

Content: antipsychotics, psychoeducation, coping strategies, problem-solving training

Delivered by: not reported

Frequency: not reported

Treatment duration: 6 months

Outcomes Quality of life: physical, role physical, role emotional (SF-36 scores)

Satisfaction with treatment: leaving the study early

Unable to use:

The feeling of stigma - not predefined outcome for this review

Notes *Participants in the CBT group also received the standard care intervention.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Low risk Quote: "...randomly assigned based on random number table..." (p.72).

Comment: adequate randomisation

Allocation concealment
(selection bias)

Unclear risk Comments: The method of concealment was not described.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: The author did not address this information. However, partici-
pants and personnel were not likely to be blinded because participants in the
treatment group received CBT, and the control group only received standard
care.

Liu 2012  (Continued)
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Blinding of outcome as-
sessment (detection bias) 
All outcomes

Unclear risk Comments: The method of blindness was not described.

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: 9 participants and 14 participants were lost to follow-up.

Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Low risk Comments: none obvious

Liu 2012  (Continued)

 
 

Methods Allocation: randomised

Blinding: not addressed

Location: inpatients, China

Length of follow-up: 6 months

Participants Diagnosis: chronic schizophrenia (ICD-10)

N = 104

Sex: 56 M, 48 F

Age: mean ˜ 46.5 years, SD ˜ 5.44 years

Included: length of illness: mean ˜ 43.3 months, SD ˜ 1.31 months; age 22 - 55 years

Excluded: mental retardation or brain organic disease; severe recession or agitation; severe depres-
sion, anxiety or drug abuse; severe physical disorder or severe medication; relevant adverse events;
lack of insight; length of hospitalisation more than one year

Interventions 1. CBT group*: N = 52

Content: cognitive coping strategies, behavioural therapy, etc.

Delivered by: not reported

Frequency: twice weekly sessions, forty-five minutes per session

Treatment duration: 6 months

2. Standard care group: N = 52

Content: Participants received antipsychotics plus psychoeducation.

Delivered by: not reported

Frequency: not reported

Treatment duration: 6 months

Outcomes Mental state: self-esteem (GSES scores)

Quality of life: general, psychological, various aspects (SQLS scores)

Lu 2014 
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Notes *Participants in the CBT group also received the standard care intervention.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Quote: "Participants were randomly assigned..." (p.348).

Comments: insufficient information about the sequence generation process to
permit judgement of 'Low risk' or 'High risk'

Allocation concealment
(selection bias)

Unclear risk Comments: The method of concealment was not described.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: The author did not address this information. However, partici-
pants and personnel were not likely to be blinded because participants in the
treatment group received CBT, and the control group only received standard
care.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Unclear risk Comments: The method of blindness was not described.

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: no attrition

Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Low risk Comments: none obvious

Lu 2014  (Continued)

 
 

Methods Allocation: randomised

Blinding: not addressed

Location: inpatient, China

Length of follow-up: 3 months

Participants Diagnosis: schizophrenia (CCMD-3)

N = 190

Sex: 98 M, 92 F

Age: 22 - 78 years; mean ˜ 45.67 years, SD ˜ 6.58 years

Included: length of illness: mean ˜ 32.4 months, SD ˜ 22.7 months; finished at least the secondary
school, state of an illness stabilised under medication at least one week; able to give informed consent
to proposed treatment

Excluded:serious physical disease and other psychotic disorders; difficulty with communication; expe-
rience of other psychological therapy; experience with electroconvulsive therapy

Interventions 1. CBT group*: N = 95

Ma 2016 
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Content: CBT therapy included a therapeutic alliance building with participants, help to develop per-
sonal behaviour control ability, help to correct cognitions in thought, beliefs and attitudes, help for
participants to be aware of the importance of medications.

Delivered by: therapists

Frequency: A one-hour CBT was conducted weekly in three months.

Treatment duration: 3 months

2. Standard care group: N = 95

Content: Participants received conventional drug treatment.

Delivered by: not reported

Frequency: not reported

Treatment duration: 3 months

Outcomes Mental state: clinically important change (no improvement)*, general (BPRS scores), self-esteem (GSES
scores)

Notes *Participants in the CBT group also received the standard care intervention.

**Defined as reduction in BPRS score < 25%

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Quote: "Patients were randomly assigned..." (p.1).

Comments: No details of the randomisation procedure were provided. Insuffi-
cient information to permit judgement of 'Low risk' or 'High risk'

Allocation concealment
(selection bias)

Unclear risk Comments: The author did not describe allocation concealment. Insufficient
information to permit judgement of 'Low risk' or 'High risk'

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: The author did not describe the blinding of participants and per-
sonnel. However, as the CBT was based on standard care, participants and
personnel were not likely to be blinded.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Unclear risk Comments: The author did not describe the blinding of outcome assessment.
Insufficient information to permit judgement of 'Low risk' or 'High risk'

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: no attrition

Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Low risk Comments: none obvious

Ma 2016  (Continued)
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Methods Allocation: randomised

Blinding: Assessors were blind to allocation and were based in a separate location.

Location: 2 hospitals, Pakistan

Length of follow-up: 4 months

Participants Diagnosis: schizophrenia or a related disorder (ICD-10, RDC)

N = 116

Sex: 70 M, 46 F

Age: 18 - 65 years, mean ˜ 31.1 years, SD ˜ 7.4 years

Included: length of illness: mean ˜ 5.8 years, SD ˜ 3.7 years; living within travelling distance of the hos-
pital; having at least 5 years of education or living with a carer with at least 5 years of education

Excluded: comorbid alcohol or substance dependence; severe learning impairment; problems due to
an organic condition; high levels of disturbed behaviour, or high risk of suicide or homicide

Interventions 1. CBT group*: N = 59

Content: A spiritual dimension was included in formulation, understanding and in therapy plan; equiv-
alents of CBT jargons were used in the therapy; culturally appropriate home work assignments were se-
lected and participants were encouraged to attend even if they were unable to complete their home-
work; folk stories and examples relevant to the religious beliefs of the local population were used to
clarify issues.

Delivered by: psychology graduates with more than 5 years experience of working in mental health

Frequency: 6 to 10 sessions

Treatment duration: 4 months

2. Standard care group: N = 57

Content: This normally consists of prescribing antipsychotic medication as considered suitable by the
treating psychiatrist and nursing care.

Delivered by: not reported

Frequency: not reported

Treatment duration: 4 months

Outcomes Mental state: positive symptoms, negative symptoms, affective symptoms (PANSS scores); delusion,
hallucination (PSYRATs scores), insight (SAI scores)

Satisfaction with treatment: leaving the study early

Notes *Participants in the CBT group also received the standard care intervention.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Low risk Quote: "...randomly assigned, allocation lists were generated by a web-based
automated randomisation system..." (p.145).

Comments: The investigators described a random component in the sequence
generation process.

Naeem 2015 
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Allocation concealment
(selection bias)

Unclear risk Comments: The method of concealment was not described.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: The author did not address this information. However, partici-
pants and personnel were not likely to be blinded because participants in the
treatment group received CBT, and the control group only received standard
care.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Low risk Quote: "Assessors were blind to allocation and were based in a separate loca-
tion." (p.144)

Comments: The outcome assessor could not foresee assignment.

Incomplete outcome data
(attrition bias) 
All outcomes

Unclear risk Comments: Six participants from CBT group and eight participants from con-
trol group leR the study early. No reason was reported.

Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Low risk Comments: none obvious

Naeem 2015  (Continued)

 
 

Methods Allocation: randomised

Blinding: assessor blind

Location: community mental health services, Canada

Length of follow-up: 16 weeks

Participants Diagnosis: schizophrenia (DSM-IV)

N = 33

Sex: 17 M, 16 F

Age: ≥ 18 years, mean ˜ 40.5 years, SD ˜ 11.7 years

Included: length of illness not reported; finished at least high school; engaged with mental health ser-
vices; considered stable for at least six months and has a case manager

Excluded: substance dependence, organic brain syndrome or intellectual disability, high levels of dis-
turbed behaviour, high risk of suicide or homicide based on clinical impression

Interventions 1. CBT group*: N = 18

Content: CBT for psychosis (CBTp) based Guided Self-help (CBTp-GSH) consisted of a total of 17 hand-
outs and eight worksheets, that could be flexibly given by a health professional over 12 - 16 sessions.
The handouts focused on psychoeducation, dealing with hallucinations, paranoia, changing negative
thinking, behavioural activation, problem-solving, improving relationships, and communication skills.
Health professionals were trained in formulating and devising a plan to suit the individuals' needs. The
intervention was then delivered according to this plan.

Delivered by: frontline mental health professionals

Frequency: A 15 - 30 minutes CBT was conducted in each session.

Treatment duration: 16 weeks

Naeem 2016 
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2. Standard care group: N = 15

Content: conventional drug treatment

Delivered by: not reported

Frequency: not reported

Treatment duration: 16 weeks

Outcomes Mental state: positive symptoms, negative symptoms, affective symptoms (PANSS scores); hallucina-
tion, delusion (PsyRATs scores)

General functioning: disability (WHODAS scores)

Satisfaction with treatment: leaving the study early

Unable to use:

Satisfaction with treatment - data not reported for standard care group

Notes *The term 'Treatment-as-usual (TAU)' was used in this paper. Participants in the CBT group also re-
ceived the standard care intervention.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Low risk Quote: "Randomization was performed using computer-generated num-
bers..." "Block randomisation with randomly permuted block size was used to
ensure similar numbers of participants were allocated..." (p.70).

Comments: The investigators described a random component in the sequence
generation process.

Allocation concealment
(selection bias)

Unclear risk Comments: The author did not describe allocation concealment. Insufficient
information to permit judgement of 'Low risk' or 'High risk'

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: The author did not describe the blinding of participants and per-
sonnel. However, as the CBT was based on standard care, participants and
personnel were not likely to be blinded.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Low risk Comments: The staJ to conduct outcome assessments was blinded with the
randomisation results.

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: ITT analysis was applied in this study.

Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Low risk Comments: none obvious

Naeem 2016  (Continued)
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Blinding: not addressed

Location: inpatients, China

Length of follow-up: 1 year

Participants Diagnosis: schizophrenia with depression (CCMD-3)

N = 68

Sex: 39 M, 29 F

Age: mean ˜ 31.36 years, SD ˜ 10.78 years

Included: length of illness not reported; total score of HAMD ≥ 17

Excluded: participants with severe physical disorder, epilepsy or depression induced by other reasons;
drug abuse, allergic to antipsychotics or suicidal attempts; abnormal laboratory tests; extrapyramidal
side effects induced by antipsychotics

Interventions 1. CBT group*: N = 34

Content: not reported

Delivered by: not reported

Frequency: not reported

Treatment duration: 6 weeks

2. Standard care group: N = 34

Content: not reported

Delivered by: not reported

Frequency: not reported

Treatment duration: 6 weeks

All participants received antipsychotics.

Outcomes Global state: relapse

Mental state: general (BPRS scores), negative symptoms (SANS scores), depression (clinically important
change (no improvement)**, depression (HAMD scores)

Adverse events: any adverse event

Engagement with services: compliance to medication

Notes *Participants in the CBT group also received the standard care intervention.

**Defined as reduction in HAMD score < 25%

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Quote: "Participants were randomly assigned..." (p.206).

Comments: insufficient information about the sequence generation process to
permit judgement of 'Low risk' or 'High risk'

Pan 2012  (Continued)
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Allocation concealment
(selection bias)

Unclear risk Comments: The method of concealment was not described.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: The author did not address this information. However, partici-
pants and personnel were not likely to be blinded because participants in the
treatment group received CBT, and the control group only received standard
care.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Unclear risk Comments: The method of blindness was not described.

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: no attrition

Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Low risk Comments: none obvious

Pan 2012  (Continued)

 
 

Methods Allocation: randomised

Blinding: not addressed

Location: inpatients, China

Length of follow-up: 1 year

Participants Diagnosis: stable schizophrenia (CCMD-3)

N = 90

Sex: not reported

Age: not reported

Included: length of illness not reported

Excluded: severe physical disorder

Interventions 1. CBT group*: N = 45

Content: CBT combined with antipsychotics. CBT involves: 1) establish the consultant connection be-
tween participants and investigator; 2) help the participants recognise their wrong beliefs and thinking
process; 3) help the participants realise their wrong recognition based on their problematic beliefs and
guiding them to the correct recognition style; 4) help the participants realise and correct the inappro-
priate points in their thinking process; 5) encourage the participant to express his or her own viewpoint
and promote introspectiveness; 6) help the participants inspect their external misconceptions and cor-
rect the deep cause of misconceptions by demonstration, imitation, or didactic suggestion; 7) help par-
ticipants consolidate their reestablished conceptions and beliefs.

Delivered by: not reported

Frequency: not reported

Treatment duration: 1 year

Qian 2012 
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2. Standard care group: N = 45

Content: antipsychotics and health education

Delivered by: not reported

Frequency: not reported

Treatment duration: 1 year

Outcomes Global state: relapse

Mental state: negative symptoms (PANSS scores)

Engagement with services: compliance with medication (MARS scores)

Unable to use:

Mental state: general (PANSS scores) (data not reported)

Functioning: social (SDSS scores) (data not reported)

Notes *Participants in the CBT group also received the standard care intervention.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Quote: "Participants were randomly assigned..." (p.294).

Comments: insufficient information about the sequence generation process to
permit judgement of 'Low risk' or 'High risk'

Allocation concealment
(selection bias)

Unclear risk Comments: The method of concealment was not described.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: The author did not address this information. However, partici-
pants and personnel were not likely to be blinded because participants in the
treatment group received CBT, and the control group only received standard
care.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Unclear risk Comments: The method of blindness was not described.

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: No participants leR the study early.

Selective reporting (re-
porting bias)

High risk Comments: The author did not report PANSS total score and SDSS.

Other bias Low risk Comments: none obvious

Qian 2012  (Continued)

 
 

Methods Allocation: randomised

Blinding: not addressed

Qin 2014a 
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Location: inpatients, China

Length of follow-up: 2 months

Participants Diagnosis: schizophrenia (CCMD-3)

N = 100

Sex: 61 M, 39 F

Age: mean ˜ 38.73 years, SD ˜ 9.47 years

Included: length of illness: 2 - 4 years; stable condition with current antipsychotics use; total score of
BPRS < 28

Excluded: participants with severe depression, anxiety

Interventions 1. CBT group*: N = 50

Content: cognition correction and group psychoeducation, training exercise

Delivered by: psychologists or nurse

Frequency: three 30-minute sessions per month for 2 months

Treatment duration: 2 months

2. Standard care group: N = 50

Content: standard psychological treatment and nursing care

Delivered by: not reported

Frequency: not reported

Treatment duration: 2 months

Outcomes Mental state: anxiety (SAS scores), depression (SDS scores), self-esteem (SES scores)

Notes *Participants in the CBT group also received the standard care intervention.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Quote: "Participants were randomly assigned..." (p.41).

Comments: insufficient information about the sequence generation process to
permit judgement of 'Low risk' or 'High risk'

Allocation concealment
(selection bias)

Unclear risk Comments: The method of concealment was not described.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: The author did not address this information. However, partici-
pants and personnel were not likely to be blinded because participants in the
treatment group received CBT, and the control group only received standard
care.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Unclear risk Comments: The method of blindness was not described.

Qin 2014a  (Continued)
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Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: no attrition

Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Low risk Comments: none obvious

Qin 2014a  (Continued)

 
 

Methods Allocation: randomised

Blinding: not addressed

Location: inpatients, China

Length of follow-up: 6 months

Participants Diagnosis: schizophrenia (ICD-10)

N = 60

Sex: 0 M, 60 F

Age: mean ˜ 28.3 years, SD ˜ 7.2 years

Included: length of illness: mean ˜ 12.3 months, SD ˜ 6.4 months; PANSS total score ≥ 60; female; first
episode; length of illness less than 2 years; 16 - 45 years old

Excluded: participants with severe physical disorder; participants with severe agitation; participants
combined with mental retardation; pregnancy or lactating; alcohol or drug abuse

Interventions 1. CBT group*: N = 30

Content: coping strategies and relapse prevention

Delivered by: not reported

Frequency: 12 sessions, 45 - 60 minutes per session

Treatment duration: 12 weeks

2.Standard care group: N = 30

Content: 5 - 20 mg/day olanzapine; benzhexol or benzodiazepine can be used when necessary.

Delivered by: not reported

Frequency: not reported

Treatment duration: 12 weeks

Outcomes Global state: relapse

Mental state: clinically important change (no improvement)**; general, negative symptoms, positive
symptoms, affective symptoms (PANSS scores)
Adverse events: general (TESS scores)

Quality of life: various aspects (SDSS scores)

Qiu 2014b 
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Engagement with service: compliance to medication

Notes *Participants in the CBT group also received standard care intervention.

*Defined as reduction in PANSS score < 25%.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Quote: "Participants were randomly assigned..." (p.10).

Comments: insufficient information about the sequence generation process to
permit judgement of 'Low risk' or 'High risk'

Allocation concealment
(selection bias)

Unclear risk Comments: The method of concealment was not described.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: The author did not address this information. However, partici-
pants and personnel were not likely to be blinded because participants in the
treatment group received CBT, and the control group only received standard
care.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Unclear risk Comments: The method of blindness was not described.

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: no attrition

Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Low risk Comments: none obvious

Qiu 2014b  (Continued)

 
 

Methods Allocation: randomised
Blinding: assessor blind

Location: two large psychiatric facilities in Canada

Length of follow-up: 12 months

Participants Diagnosis: schizophrenia or schizoaffective disorder (DSM-IV)

N = 50

Sex: 20 M, 22 F

Age: mean ˜ 37.5 years, SD ˜ 8.3 years

Included: length of illness: not reported; the presence of persistent positive and negative psychotic
symptoms in the past 6 months as determined by the SCID-I interview; stable treatment with antipsy-
chotic medications; age 18 - 65 years old
Excluded: suspected organic brain pathology; concurrent substance abuse or dependence; and past
treatment with either behavioural or cognitive behavioural therapy in either individual or family format

Rector 2003 
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Interventions 1. CBT group*: N= 24

Content: Cognitive behavioural therapy was delivered on an individual basis for 6 months. The CBT ap-
proach in this study was guided by the principles and strategies developed by Beck (1979, 1985). The
first phase of therapy focused on engagement and assessment. The second phase of therapy aimed to
socialise the participant to the cognitive model and to impart cognitive and behavioural coping skills,
including self-monitoring with a thought record and the completion of homework tasks. Overlapping
with the first two phases of treatment, a third aspect of treatment focused on providing psychoeduca-
tion with a normalising rationale.

Delivered by: two doctoral level psychologists and one psychiatrist, all with formal training and prac-
tice in cognitive behavioural interventions

Frequency: weekly conducted for 20 sessions

Treatment duration: 6 months

2. Standard care group*: N = 18

Content: enriched treatment-as-usual comprised comprehensive psychiatric management with med-
ication optimisation and clinical case management

Delivered by: not reported

Frequency: not reported

Treatment duration: 6 months

Outcomes Mental state: positive symptoms, negative symptoms, affective symptoms (PANSS scores); depression
(BDI scores)

Satisfaction with treatment: leaving the study early

Unable to use:

Mean dosage of antipsychotic use (not predefined outcome for this review)

Notes *The term 'Enhanced treatment-as-usual' was used in this paper. Participants in the CBT group also re-
ceived the standard care intervention.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Quote: "...randomised controlled..." (p.2).

Comments: insufficient information about the sequence generation process to
permit judgement of 'Low risk' or 'High risk'

Allocation concealment
(selection bias)

Unclear risk Comments: The method of concealment was not described.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: The author did not address this information. However, partici-
pants and personnel were not likely to be blinded because participants in the
treatment group received CBT, and the control group only received standard
care.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Low risk Quote: "...blind raters..." (p.2).

Comments: blinding of outcome assessment ensured

Rector 2003  (Continued)
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Incomplete outcome data
(attrition bias) 
All outcomes

High risk Comments: Eight participants from each group leR the study early. High attri-
tion rate.

Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Low risk Comments: none obvious

Rector 2003  (Continued)

 
 

Methods Allocation: randomised
Blinding: assessor blind

Location: psychiatric hospitals, UK

Length of follow-up: 24 months

Participants Diagnosis: schizophrenia, schizophreniform or schizoaffective disorder

N = 90

Sex: 68 M, 22 F

Age: 18 - 65 years, mean ˜ 30.5 years, SD ˜ 8.7 years

Included: resident within the catchment area, currently experiencing an acute psychotic episode, not
already receiving psychological treatment, showing no evidence of organic mental disorder
Excluded: not reported

Interventions 1. CBT group*: N = 47

Content: This is a highly individualised, needs-based form of CBT for psychotic disorders and is based
on collaborative empiricism and (evolving) cognitive-behavioural formulations.

Delivered by: clinical psychologists who were employed as specialists in serious mental illness and con-
ducted CBT for schizophrenia on a routine basis

Frequency: 90-minute session, up to a maximum of 25 sessions, were provided at weekly intervals
where possible.

Treatment duration: 6 months
2. Standard care group: N = 43

Content: Treatment-as-usual comprised pharmacotherapy, nursing care during hospitalisation, and
community care after discharge.

Delivered by: not reported

Frequency: not reported

Treatment duration: 6 months

Outcomes Mental state: general (BPRS scores), insight (ITAQ scores)

Adverse events: death (any cause)

Functioning: general (GAF scores), social (SFS scores)

Unable to use:

Startup 2004 
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Mental state: psychotic and disorganisation (SAPS subscale scores) - not validated scale

Satisfaction with treatment: leaving the study early - data not reported for standard care group

Notes *The term 'Treatment-as-usual (TAU)' was used in this paper. Participants in the CBT group also re-
ceived the standard care intervention.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Low risk Quote: "...were randomized to groups by inviting the patients themselves to
toss a coin and let it fall to the ground in front of the assessor." (p.420)

Comment: adequate randomisation

Allocation concealment
(selection bias)

Unclear risk Comments: The method of concealment was not described.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: The author did not address this information. However, partici-
pants and personnel were not likely to be blinded because participants in the
treatment group received CBT, and the control group only received standard
care.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

High risk Quote: "...the follow-up assessments were not conducted blind to group allo-
cation." (p.420)

Comments: The outcome assessor could foresee assignment.

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: ITT analysis was used to deal with the missing data.

Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Unclear risk Quote: "The baseline general function in TAU group is higher than that in stan-
dard care group." (p.420)

Startup 2004  (Continued)

 
 

Methods Allocation: randomised

Blinding: not addressed

Location: inpatient, China

Length of follow-up: 12 weeks

Participants Diagnosis: first-episode schizophrenia (CCMD-3)

N = 100

Sex: 49 M, 51 F

Age: 20 - 42 years; mean ˜ 28.8 years, SD ˜ 6.1 years

Included: length of illness: 1 - 6 months; mean ˜ 2.3 months, SD ˜ 1.8 months; no experience of medica-
tion treatment, able to give informed consent to proposed treatment

Sun 2014 
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Excluded: serious physical illness or epilepsy, substance dependence, allergy to drug, pregnancy or lac-
tation

Interventions 1. CBT group*: N = 50

Content: CBT included the building of a therapeutic alliance with participants, functional analysis
of symptoms, help to deal with hallucinations and delusions, relaxation training, personal effective-
ness training and problem-solving, as appropriate. Ziprasidone dose range 80 - 160 mg/day, benzodi-
azepines and benzhexol can be used when necessary.

Delivered by: not reported

Frequency: a 40-minute CBT was conducted weekly

Treatment duration: 12 weeks

2. Standard care group: N = 50

Content: ziprasidone dose range 80 - 160 mg/day, benzodiazepines and benzhexol can be used when
necessary

Delivered by: not reported

Frequency: not reported

Treatment duration: 12 weeks

Outcomes Mental state: general (PANSS scores)

Functioning: intelligence (WAIS-R scores), memory (WMS scores)

Unable to use:

Functioning: executive functioning (WAIS-R) - item score rather than subscale score

Notes *Participants in the CBT group also received the standard care intervention.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Quote: "The patients were randomly assigned..." (p.54).

Comments: No details of the randomisation procedure were provided. Insuffi-
cient information to permit judgement of 'Low risk' or 'High risk'

Allocation concealment
(selection bias)

Unclear risk Comments: The author did not describe allocation concealment. Insufficient
information to permit judgement of 'Low risk' or 'High risk'

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: The author did not describe the blinding of participants and per-
sonnel. However, as the CBT was based on standard care, participants and
personnel were not likely to be blinded.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Unclear risk Comments: The author did not describe the blinding of outcome assessment.
Insufficient information to permit judgement of 'Low risk' or 'High risk'

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: no attrition

Sun 2014  (Continued)
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Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Low risk Comments: none obvious

Sun 2014  (Continued)

 
 

Methods Allocation: randomised
Blinding: assessor

Location: National Health Service trusts in Greater Manchester

Lenght of follow-up: 24 months

Participants Diagnosis: schizophrenia, schizoaffective psychosis, delusional disorder (DSM-III R)
N = 87

Sex: 69 M, 18 F

Age: mean ˜ 39 years, SD ˜ 11 years
Included: length of illness: median ˜ 11 years; experiencing psychotic symptoms (i.e. hallucinations or
delusions) for at least six months which did not appear to be responding further to medication; no ev-
idence of organic pathology which could have explained the psychopathology; ages 16 - 65 years; re-
ceiving regular and stable antipsychotic medication

Excluded: not reported

Interventions 1. CBT group*: N = 33

Content: coping strategy enhancement, training in problem-solving, strategies to reduce relapse

Delivered by: three experienced clinical psychologists and followed a protocol manual

Frequency: six hourly sessions, each of which were followed by two summary sessions. Sessions were
carried out twice a week and 20 sessions of treatment were carried out over ten weeks. Four booster
sessions were given once a month for four months.

Treatment duration: 10 weeks

2. Standard care group: N = 28

Content: standard psychiatric management with medication, monitoring outpatient follow-up and
care programme approach

Delivered by: not reported

Frequency: not reported

Treatment duration: 10 weeks

Outcomes Global state: relapse

Mental state: clinically important change (no improvement)**, negative symptoms (SANS)

Adverse event: death (any cause)
Satisfaction with treatment: leaving the study early

Unable to use:
Mental state: positive symptoms - (log transformed data) calculated by combining PSE and BPRS
scores (data not in the format suitable for analysis and we were unable to convert it)

Tarrier 1999 
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Notes *Participants in the CBT group also received the standard care intervention.

**defined as not achieved 50% improvement in psychotic symptoms in both severity and number of
symptoms

We did not use the data from a third arm where the intervention was supportive counselling plus stan-
dard care (n = 26).

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Low risk Quote: "...generated by the Institute for Medical Biometry using a computer-
ized algorithm and was stored by CenTrial." (p.S102)

Comments: The investigators described a random component in the sequence
generation process.

Allocation concealment
(selection bias)

Low risk Quote: "...generated by the Institute for Medical Biometry using a computer-
ized algorithm and was stored by CenTrial." (p.S102)

Comments: The allocation assignment were conducted centrally.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Quote: "The therapist then gives the information about treatment allocation
to the patient." (p.S102)

Comments: Participants and therapists knew the allocation assignment.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Low risk Quote: "...assessor blind regarding the study condition..." "...the result of the
randomisation only to the therapist in order to keep the assessor blind regard-
ing the study condition." (p.S102)

Comments: blinding of outcome assessment ensured

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: 26 participants dropped out from the trial at 2-year follow-up,
however, the intention-to-treat sample included all randomised participants.

Selective reporting (re-
porting bias)

Low risk Comments: All measured outcome were reported.

Other bias Low risk Funding source: This study was funded publicly by the German Research
Foundation (Deutsche Forschungsgemeinschaft, grants Kl 1179/2-1 and Kl
1179/3-1).

Comments: none obvious

Tarrier 1999  (Continued)

 
 

Methods Allocation: randomised

Blinding: Research assistant and assessors were blinded.

Location: Community Mental Health Teams (CMHT), Early Intervention (EI) teams, and Assertive Out-
reach (AO) teams across four National Mental Health Service trusts including, Greater Manchester West,
Manchester Mental Health and Social Care, Pennine Care, and Five Boroughs in the North West of Eng-
land, UK

Tarrier 2014 
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Length of follow-up: 6 months

Participants Diagnosis: schizophrenia, schizophreniform disorder, schizoaffective disorder, delusional disorder or
psychotic disorder not otherwise specified (DSM-IV)

N = 49

Sex: 31 M, 18 F

Age: 18 - 65 years, mean ˜ 34.9 years, SD ˜ 13.1 years

Included: previous suicide attempts or experiencing current suicidal ideation; under the care of an ap-
propriate clinical team and currently in contact with mental health services; receiving appropriate an-
tipsychotic medication; not currently receiving CBT or other empirically validated psychological treat-
ments

Excluded: serious suicidal intent and currently considered a danger to themselves; primary diagnosis of
bipolar depression or substance induced psychosis; organic brain disease

Interventions 1. CBT group*: N = 25

Content: CBT was based on a treatment manual and was derived from an explanatory model of suicide
behaviour. The intervention consisted of three phases: 1) information processing biases; 2) appraisals
of defeat, entrapment, social isolation, emotional dysregulation, and interpersonal problem-solving; 3)
suicide schema.

Delivered by: clinical psychologists who had extensive experience in delivering CBT for psychosis

Frequency: up to 24 individual therapy sessions delivered twice a week across 12 weeks

Treatment duration:12 weeks

2. Standard care group*: N = 24

Content: treatment-as-usual

Delivered by: not reported

Frequency: not reported

Treatment duration: 12 weeks

Outcomes Mental state: general, positive symptoms, negative symptoms, affective symptoms (PANSS scores); hal-
lucination, delusion (PSYRATs scores), depression (CDS scores), anxiety (BAS scores), self-esteem (SERS
scores), hopelessness (BHS scores)

Functioning: general (GAF scores)

Satisfaction with treatment: leaving the study early

Unable to use:

Suicidual probability: subscales of The Suicide Probability Scale (SPS) including suicidal ideation, suici-
dal hopelessness, suicidal negative self-evaluation, hostility (not predefined for this review)

Notes *The term 'Treatment-as-usual (TAU)' was used in this paper. Participants in the CBT group also re-
ceived the standard care intervention,

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Low risk Quote: "...participants were randomised using a clinical data management sys-
tem and allocated to..." (p.205).

Tarrier 2014  (Continued)
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Comments: Randomisation was well conducted.

Allocation concealment
(selection bias)

Low risk Quote: "Randomisation was controlled by staJ not directly linked to the trial to
ensure independence and blindness to the trial allocation arms..." (p.205).

Comments: Participants and investigators enrolling participants could not
foresee assignment.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Quote: "This was a single blind randomised control trial, the research assistant
and assessors were blinded..." (p.205).

Comments :The participants and therapists were not blinded.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Low risk Quote: "This was a single blind randomised control trial, the research assistant
and assessors were blinded..." (p.205).

Comments: The outcome assessor was blinded.

Incomplete outcome data
(attrition bias) 
All outcomes

High risk Comments: Eight out of 25 participants in the treatment group and six out of
24 participants in the control group dropped out of the study. High attrition
rate.

Selective reporting (re-
porting bias)

Low risk Comments: The author reported all measured outcomes.

Other bias Low risk Quote: "This report/article presents independent research commissioned by
the National Institute for Health Research (NIHR) UK under its Programme
Grants for Applied Research scheme (RP-PG-0606-1086)."

Comments: none obvious

Tarrier 2014  (Continued)

 
 

Methods Allocation: randomised
Blinding: assessor blind

Location: local mental health services in Birmingham and Solihull, Sandwell, and West Midlands

Length of follow-up: 12 months

Participants Diagnosis: schizophrenia or related disorder with command hallucinations (ICD-10)

N = 38

Sex: 24 M, 14 F

Age: mean ˜ 36.6 years, SD ˜ 10.3 years

Included: command hallucinations for at least 6 months, recent history of compliance, appeasement of
voices with severe commands, including harm to self, others or major social transgressions
Excluded: primary organic or addictive disorder

Interventions 1. CBT group*: N = 18

Content: four core dysfunctional beliefs (and their functional relation to behaviour and emotion) that
define the client-voice (social rank) power relationship. Using the methods of collaborative empiricism
and Socratic dialogue, the therapist seeks to engage the client to question, challenge, and undermine
the power beliefs, then to use behavioural tests to help the client gain disconfirming evidence against
the beliefs. These strategies are also used to build clients' alternative beliefs in their own power and

Trower 2004 
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status, and finally, where appropriate, to explore the origins of the schema so clients have an explana-
tion for why they developed those beliefs about the voice in the first place.

Delivered by: not reported

Frequency: not reported

Treatment duration: 6 months

2. Standard care group*: N = 20

Content: This was delivered by community mental health teams.

Delivered by: not reported

Frequency: not reported

Treatment duration: 6 months

Outcomes Mental state: hallucination (BAVQ, VPD, VCS scores); distress (PsyRATs); depression (CDS scores)
Satisfaction with treatment: leaving the study early

Unable to use:

Mental state: PANSS scores - data not reported

Individual's feelings and behaviour in relation to the voice - The Cognitive Assessment Schedule - data
not reported
Hearer's beliefs about the knowledge of their voice - The Omniscience Scale data not reported

Notes *The term 'Treatment-as-usual (TAU)' was used in this paper. Participants in the CBT group also re-
ceived the standard care intervention.

This trial shares the same intervention protocol as Birchwood 2014 but reported data from different
participants.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Low risk Quote: "...randomly assigned to CTCH or TAU by means of a computerised ran-
dom number generator administered by the Birmingham Clinical Trials Unit
independent of the research team." (p.313)

Comments: adequate randomisation

Allocation concealment
(selection bias)

Low risk Quote: "...randomly assigned to CTCH or TAU by means of a computerised ran-
dom number generator administered by the Birmingham Clinical Trials Unit
independent of the research team." (p.313)

Comments: Allocation concealment was adequate.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: The author did not describe the blinding of participants and per-
sonnel. However, as the CBT was based on standard care, participants and
personnel were not likely to be blinded.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Low risk Quote: "The research associate responsible for outcome evaluation was blind
to group allocation." (p.313)

Comments: The outcome assessor could not foresee assignment.

Trower 2004  (Continued)
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Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: Four participants from the CBT group and five participants from
the TAU group leR the study early. Intention-to-treat analysis was used.

Selective reporting (re-
porting bias)

High risk Comments: The data for PANSS, CAS, the Omniscience scale was not reported.

Other bias Low risk Comments: none obvious

Trower 2004  (Continued)

 
 

Methods Allocation: randomised

Blinding: assessors blind
Location: six sites in UK (Belfast, Glasgow, Hackney, Newcastle, Southampton, and Swansea)

Length of follow-up: 1 year

Participants Diagnosis: schizophrenia (ICD-10)

N = 422

Sex: 325 M, 97 F
Age: mean ˜ 40.47 years

Included: not reported
Exclusion criteria: participants who were deteriorating and who needed inpatient care or intensive
home treatment, primary diagnosis of drug or alcohol dependence, organic brain disease or severe
learning disability

Interventions 1. CBT group*: N = 257

Content: assessment and engaging, developing explanations, case formulation, symptom manage-
ment, adherence, working with core beliefs, and relapse prevention

Delivered by: nurses receiving 10 days of intensive training

Frequency: six-hour sessions over a period of two or three months

Treatment duration: 5 months
2. Standard care group: N = 165

Content: treatment-as-usual

Delivered by: not reported

Frequency: not reported

Treatment duration: 5 months

Outcomes Global state: relapse

Mental state: general (CPRS scores); delusions, hallucination (PSYRATs scores) negative symptoms
(NSRS scores), insight (SAI scores), depression (MADRS scores)
Satisfaction with treatment: leaving the study early

Unable to use:
Satisfaction with treatment: participant and carer satisfaction (no usable data)

Burden of carer (Burden of Care Questionnaire) - not predefined outcome for this review.

Tuikington 2002 
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Health of Nation Outcome Scale - not predefined outcome for this review

Notes *Participants in the CBT group also received the standard care intervention.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Low risk Quote: "A geographically separate worker randomised patients on the basis of
computer-generated numbers in blocks of six." (p.213)

Comments: adequate randomisation.

Allocation concealment
(selection bias)

Unclear risk Comments: The method of concealment was not described.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: The author did not address this information. However, partici-
pants and personnel were not likely to be blinded because participants in the
treatment group received CBT, and the control group only received standard
care.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Low risk Comments: Assessors were blinded to randomisation.

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: The author conducted intention-to-treat analysis.

Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Low risk Comments: none obvious

Tuikington 2002  (Continued)

 
 

Methods Allocation: randomised

Blinding: assessor blind

Location: public mental health clinics in 2 counties in Texas

Length of follow-up: 15 months

Participants Diagnosis: schizophrenia (DSM-IV)

N = 166*

Sex: 37 M, 37 F

Age: 18 - 60 years, mean ˜ 39.2 years, SD ˜ 12.5 years

Included: fluent English speakers; receiving ongoing treatment with an oral antipsychotic; persisting
positive symptoms as evidenced by a score of ≥ 4 on BPRS expanded version, ratings of delusions, hal-
lucinations, and/or suspiciousness; functional impairment as evidenced by a score of < 70 on the social
and occupational functioning scale; stable residence; able to understand and complete assessments

Velligan 2014 
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Excluded: a documented history of significant head trauma, seizure disorder, or mental retardation;
a history of substance abuse or dependence in the past month; or a history of violence in the past 6
months (as a safety measure for staJ making home visits)

Interventions 1. CBT group*: N = 43

Content: The focus of the sessions was on participant-identified problems, particularly those that inter-
fered with daily functioning or were distressing, normalising symptoms, and using CBT techniques to
develop alternative explanations.

Delivered by: masters and doctoral level professionals with > 2 years' experience in assessment and
treatment of serious mental illness

Frequency: not reported

Treatment duration: 9 months

2. Standard care* group: N = 42

Content: consisted of case management and medication follow-up appointments provided by the local
community mental health centre. Medication follow-up visits occurred approximately every 3 months.

Delivered by: not reported

Frequency: not reported

Treatment duration: 9 months

3. Cognitive Adaptation Training (CAT)**: N = 41

Content: manual-driven compensatory strategies and environmental supports (signs, checklists, elec-
tronic cueing devices) established by a CAT therapist/trainer

Delivered by: experienced therapists and non-experienced therapists

Frequency: not reported

Treamtent duration: 9 months

4. Cognitive Adaptation Training (CAT) + CBT**: N = 40

Content: CAT and CBT

Delivered by: not reported

Frequency: not reported

Treatment duration: 9 months

Outcomes Satisfaction with treatment: leaving the study early

Unable to use:

Global state: MCAS - post-treatment data not reported

Mental state: BPRS, AHR, DRS - post-treatment data not reported

Notes *The term 'Treatment-as-usual (TAU)' was used in this paper. Participants in the CBT group also re-
ceived the standard care intervention.

**We did not use data from the Cognitive Adaptation Training (CAT) and MCog (CAT + CBT) groups

Study was registered with ClinicalTrials.gov (identifier #NCT01915017).

Risk of bias

Velligan 2014  (Continued)
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Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Low risk Quote: "Randomization was stratified by gender and age using a computer
generated algorithm created by the study statistician who had no patient con-
tact." (p.2)

Comments: Randomisation was well conducted.

Allocation concealment
(selection bias)

Low risk Quote: "Randomization was stratified by gender and age using a computer
generated algorithm created by the study statistician who had no patient con-
tact." (p.2)

Comments: Participants and investigators enrolling participants could not
foresee assignment.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: The author did not address this information. However, partici-
pants and personnel were not likely to be blinded because participants in the
treatment group received CBT, and the control group only received standard
care.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Low risk Quote: "All raters were blind to treatment condition." (p.4)

Comments: The outcome assessor could not foresee assignment.

Incomplete outcome data
(attrition bias) 
All outcomes

High risk Comments: 19 participants in the treatment group and 15 participants in the
control group dropped out from the study. High attrition rate.

Selective reporting (re-
porting bias)

High risk Comments: The post-treatment data were not reported.

Other bias Low risk Comments: none obvious. This study was funded by National Institute of Men-
tal Health (5R01MH082793).

Velligan 2014  (Continued)

 
 

Methods Allocation: randomised

Blinding: not addressed

Location: inpatients, China

Length of follow-up: 8 weeks

Participants Diagnosis: chronic schizophrenia (CCMD-2-R)

N = 64

Sex: 48 M, 16 F

Age: 16 - 40 years, mean ˜ 31 years, SD ˜ 6.4 years

Included: length of illness: mean ˜ 12 years, SD ˜ 3 years; length of illness ≥ 2 years

Excluded: obvious clinical response after receiving antipsychotics; with severe physical disorder

Interventions 1. CBT group*: N = 32

Wang 2005 
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Content: help for participants to understand their symptoms and the impact of symptoms on emotion,
realise the relationship between behaviour and disease; strengthened behaviour therapy; cognitive be-
havioural therapy

Delivered by: not reported

Frequency: four 30-minute sessions per week for 8 weeks

Treatment duration: 8 weeks

2. Standard care group: N = 32

Delivered by: not reported

Frequency: not reported

Treatment duration: 8 weeks

Outcomes Mental state: positive symptoms (SAPS scores), negative symptoms (SANS scores)

Unable to use:

Behaviour: NOSIE - not predefined outcome for this review

Notes *Participants in the CBT group also received the standard care intervention.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Quote: "Participants were randomly assigned..." (p.548).

Comments: insufficient information about the sequence generation process to
permit judgement of 'Low risk' or 'High risk'

Allocation concealment
(selection bias)

Unclear risk Comments: The method of concealment was not described.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: The author did not address this information. However, partici-
pants and personnel were not likely to be blinded because participants in the
treatment group received CBT, and the control group only received standard
care.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Unclear risk Comments: The method of blindness was not described.

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: no attrition

Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Low risk Comments: none obvious

Wang 2005  (Continued)

 
 

Methods Allocation: randomised

Wang 2008 
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Blinding: not reported

Location: inpatients, China

Length of follow-up: 8 weeks

Participants Diagnosis: schizophrenia (CCMD-3)

N = 89

Sex: male and female

Age: 18 to 60 years of age

Included: length of illness: mean ˜ 12.5 months, SD ˜ 7.9 months; overall PANSS score > 60; 18 - 60 years
old

Excluded: admitted to hospital due to severe physical impairment, or with severe heart, liver or kidney
dysfunction

Interventions 1. CBT group*: N = 45

Content: establishing therapeutic relationship and collating comprehensive illness history of individ-
ual participants. Treatment was divided into psychological and behaviour aspects. Participants were
give psychoeducation about schizophrenia symptoms in order to improve treatment compliance, and
meanwhile, behavioural intervention was given to reinforce symptoms of self-monitoring, relapse pre-
vention and ways of managing thoughts and actions. Standard care was risperidol, 0.5 mg/day, in-
creased to 4 mg/day by the second week of intervention and maximum dosage was 6 mg/day.

Delivered by: psychologist who had been trained to conduct CBT

Frequency: twice per week, 45 to 60 minutes each session

Treatment duration: 8 weeks

2. Standard care group: N = 44

Content: risperidol, 0.5 mg/day, increased to 4 mg/day by the second week of intervention and maxi-
mum dosage was 6 mg/day

Delivered by: not reported

Frequency: not reported

Treatment duration: 8 weeks

Outcomes Mental state: clinically important change (no improvement)**; general, positive symptoms, negative
symptoms, affective symptoms (PANSS)

Satisfaction with treatment: leaving the study early

Notes *Participants in the CBT group also received the standard care intervention.

**PANSS score reduction of > 75% was regarded as full recovery; 50% - 74% was markedly improved;
24% - 49% was improved; < 25% was no clinical improvement.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Quote: "Participants were randomly assigned..." (p.17).

Wang 2008  (Continued)
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Comments: insufficient information about the sequence generation process to
permit judgement of 'Low risk' or 'High risk'

Allocation concealment
(selection bias)

Unclear risk Comments: The method of concealment was not described.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: The author did not address this information. However, partici-
pants and personnel were not likely to be blinded because participants in the
treatment group received CBT, and the control group only received standard
care.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Unclear risk Comments: The method of blindness was not described.

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comment: A small number of participants were lost to follow-up (CBT group n
= 2; control group n = 3),

Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Unclear risk Comments: none obvious

Wang 2008  (Continued)

 
 

Methods Allocation: randomised

Blinding: not addressed

Location: inpatients, China

Length of follow-up: 24 weeks

Participants Diagnosis: schizophrenia (CCMD-3)

N = 72

Sex: 25 M, 47 F

Age: mean ˜ 45.8 years, SD ˜ 14.3 years

Included: length of illness: mean ˜ 8.04 years, SD ˜ 9.3 years; schizophrenia without severe physical dis-
order

Excluded: not reported

Interventions 1. CBT group*: N = 36

Content: psychodeucation about symptoms and relapse. coping strategies to hallucination and delu-
sions; cognitive modification

Delivered by: 6 psychologists

Frequency: 50 minutes for each session; once per week

Treatment duration: 24 weeks

2. Standard care group: N = 36

Wang 2012 
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Content: not reported

Delivered: not reported

Frequency: not reported

Treatment duration: 24 weeks

Outcomes Engagement with services: refusing treatment

Unable to use:

The score of health relevant knowledge test - not predefined outcome for this review

Notes *Participants in the CBT group also received the standard care intervention.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Quote: "Participants were randomly assigned..." (p.651).

Comments: insufficient information about the sequence generation process to
permit judgement of 'Low risk' or 'High risk'

Allocation concealment
(selection bias)

Unclear risk Comments: The method of concealment was not described.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: The author did not address this information. However, partici-
pants and personnel were not likely to be blinded because participants in the
treatment group received CBT, and the control group only received standard
care.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Unclear risk Comments: The method of blindness was not described.

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: no attrition

Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Low risk Comments: none obvious

Wang 2012  (Continued)

 
 

Methods Allocation: randomised

Blinding: not addressed

Location: inpatients, China

Length of follow-up: 64 weeks

Participants Diagnosis: schizophrenia (ICD-10)

N = 32

Wang 2015 
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Sex: 17 M, 15 F

Age: mean ˜ 39.9 years, SD ˜ 11.4 years

Included: length of illness: mean ˜ 175.6 months, SD ˜ 96.9 months; at least one item score of PANSS
scale ≤ 3; 18 - 60 years old

Excluded: admitted to hospital due to severe condition; participants combined with severe physical
disorder or other mental disorder; participants received modified electroconvulsive therapy

Interventions 1. CBT group*: N = 16

Content: The intervention was based on two published cognitive behavioural therapy handbooks.

Delivered by: psychologist who had been trained to conduct CBT

Frequency: 8 sessions for 12 weeks, 45 to 60 minutes each session

Treatment duration: 3 months

2. Standard care group: N = 16

Content: antipsychotics, case management, entertainment therapy, social support, and psychoeduca-
tion

Delivered by: not reported

Frequency: not reported

Treatment duration: 3 months

Outcomes Global state: relapse, clinically important change (no improvement)**, (CGI scores)

Mental state: general, positive symptoms, negative symptoms, affective symptoms (PANSS scores)

Functioning: social function (PSP scores)

Quality of life: general (WHOQOL-BREF scores)

Satisfaction with treatment: leaving the study early

Notes *Participants in the CBT group also received the standard care intervention.

**Defined as the score of CGI-GI more than 2

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Quote: "Participants were randomly assigned..." (p.17).

Comments: insufficient information about the sequence generation process to
permit judgement of 'Low risk' or 'High risk'

Allocation concealment
(selection bias)

Unclear risk Comments: The method of concealment was not described.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: The author did not address this information. However, partici-
pants and personnel were not likely to be blinded because participants in the
treatment group received CBT, and the control group only received standard
care.

Wang 2015  (Continued)
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Blinding of outcome as-
sessment (detection bias) 
All outcomes

Unclear risk Comments: The method of blindness was not described.

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: Two participants leR the study early; one from each group before
intervention. Low proportion of dropouts.

Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Low risk Comments: none obvious

Wang 2015  (Continued)

 
 

Methods Allocation: randomised

Blinding: not addressed

Location: inpatient, China

Length of follow-up: 2 months

Participants Diagnosis: schizophrenia in recovery

N = 88

Sex: 56 M, 32 F

Age: 16 - 67 years; mean ˜ 37.31 years, SD ˜ 4.31 years

Included: not reported

Excluded: not reported

Interventions 1. CBT group*: N = 44

Content: CBT included: 1) active promotion of social activity; 2) help to deal with hallucinations, para-
noia, changing negative thinking; 3) help to self-regulate psychotic symptoms and improve social re-
covery from psychosis; 4) psychoeducation; 5) relaxation training with a duration of 30 minutes; 6) pro-
moting of participants' and guardians' confidences; 7) activity scheduling.

Delivered by: qualified doctors and senior nurse

Frequency: A 3-minute CBT was conducted three times weekly.

Treatment duration: 2 months

2. Standard care group: N = 44

Content: regular medication treatments and nursing

Delivered by: not reported

Frequency: not reported

Treatment duration: 2 months

Outcomes Mental state: anxiety (SAS scores), depression (SDS scores), self-esteem (SES scores)

Yao 2015 
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Notes *The term 'Treatment-as-usual (TAU)' was used in this paper. Participants in the CBT group also re-
ceived the standard care intervention.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Quote: "The patients were randomly allocated to..." (p.251).

Comments: No details of the randomisation procedure were provided. Insuffi-
cient information to permit judgement of 'Low risk' or 'High risk'

Allocation concealment
(selection bias)

Unclear risk Comments: The author did not describe allocation concealment. Insufficient
information to permit judgement of 'Low risk' or 'High risk'

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: The author did not describe the blinding of participants and per-
sonnel. However, as the CBT was based on standard care, participants and
personnel were not likely to be blinded.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Unclear risk Comments: The author did not describe the blinding of outcome assessment.
Insufficient information to permit judgement of 'Low risk' or 'High risk'

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: no attrition

Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Low risk Comments: none obvious

Yao 2015  (Continued)

 
 

Methods Allocation: randomised

Blinding: not addressed

Location: inpatients, China

Length of follow-up: 6 weeks

Participants Diagnosis: schizophrenia (CCMD-3)

N = 79

Sex: not reported

Age: not reported

Included: not reported

Excluded: not reported

Interventions 1. CBT group: N = 39

Content: psychoeducation and cognition modification

Zhang 2014 
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Delivered by: three psychologists

Frequency: not reported

Treatment duration: 6 weeks

2. Standard care group: N = 40

Content: antipsychotics and nursing care

Delivered by: not reported

Frequency: not reported

Treatment duration: 6 weeks

Outcomes Mental state: insight (ITAQ scores)

Satisfaction with treatment: leaving the study early

Engagement with services: compliance with medication

Notes *Participants in the CBT group also received the standard care intervention.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Quote: "Participants were randomly assigned..." (p.117).

Comments: insufficient information about the sequence generation process to
permit judgement of 'Low risk' or 'High risk'

Allocation concealment
(selection bias)

Unclear risk Comments: The method of concealment was not described.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: The author did not address this information. However, partici-
pants and personnel were not likely to be blinded because participants in the
treatment group received CBT, and the control group only received standard
care.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Unclear risk Comments: The method of blindness was not described.

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: Four cases withdrew from the study early. Two cases in each
group. Low proportion of dropouts.

Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Low risk Comments: none obvious

Zhang 2014  (Continued)

 
 

Methods Allocation: randomised

Blinding: not addressed

Zhang 2015 
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Location: inpatient, China

Length of follow-up: 8 weeks

Participants Diagnosis: first-episode schizophrenia in recovery phase (CCMD-3)

N = 90

Sex: 42 M, 48 F

Age: 23 - 59 years; mean ˜ 35.18 years, SD ˜ 2.39 years

Included: not reported

Excluded: psychotic symptoms after medication treatments; other complications

Interventions 1. CBT group*: N = 45

Content: CBT included cognitive therapy and rational-emotive therapy. Cognitive therapy helped par-
ticipants to change negative thinking by providing psychoeducation. In rational-emotive therapy, doc-
tors planned therapy for each participant individually depending on participants' background and
symptoms, to help participants to build up confidence and solve emotional problems. The therapies in-
cluded psycho-diagnosis, help for participants to understand, analysis of participants' background, im-
plementation and strengthening of therapies.

Delivered by: qualified doctors

Frequency: not stated

Treatment duration: 8 weeks

2. Standard care group*: N = 45

Content: routine nursing

Delivered by: not reported

Frequency: not reported

Treatment duration: 8 weeks

Outcomes Mental state: somatisation, obsessive-compulsive disorder, sensitivity of interpersonal relationship,
depression, anxiety, hostility, phobia, paranoia, psychotic symptoms (SCL-90 scores)

Notes *The term 'Treatment-as-usual (TAU)' was used in this paper. Participants in the CBT group also re-
ceived the standard care intervention.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Quote: "The patients were randomly allocated to..." (p.191).

Comments: No details of the randomisation procedure were provided. Insuffi-
cient information to permit judgement of 'Low risk' or 'High risk'

Allocation concealment
(selection bias)

Unclear risk Comments: The author did not describe allocation concealment. Insufficient
information to permit judgement of 'Low risk' or 'High risk'

Blinding of participants
and personnel (perfor-
mance bias) 

High risk Comments: The author did not describe the blinding of participants and per-
sonnel. However, as the CBT was based on standard care, participants and
personnel were not likely to be blinded.

Zhang 2015  (Continued)
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All outcomes

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Unclear risk Comments: The author did not describe the blinding of outcome assessment.
Insufficient information to permit judgement of 'Low risk' or 'High risk'

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: no attrition

Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Low risk Comments: none obvious

Zhang 2015  (Continued)

 
 

Methods Allocation: randomised

Blinding: not addressed

Location: inpatients, China

Length of follow-up: 8 weeks

Participants Diagnosis: schizophrenia (CCMD-3)

N = 100

Sex: 33 M, 65 F

Age: 18 - 60 years, mean ˜ 36 years, SD ˜ 7 years

Included: length of illness: mean ˜ 6.2 years, SD ˜ 3.5 years; schizophrenia (CCMD-3)

Excluded: mental retardation; dementia or other brain organic disease; severe physical disorder

Interventions 1. CBT group*: N = 50

Content: psychoeducation about symptoms and coping strategies for symptoms; cognition modifica-
tion, and encouragement of social intercourse

Delivered by: five psychologists

Frequency: 45-minute session, one or two sessions per week for 4 weeks, three sessions or four ses-
sions per month after 4 weeks

Treatment duration: 8 weeks

2. Standard care group: N = 50

Content: antipsychotics

Delivered by: not reported

Frequency: not reported

Treatment duration: 8 weeks

Outcomes Mental state: clinically important change (no improvement)**, general (BPRS scores)

Zhao 2013 

Cognitive behavioural therapy plus standard care versus standard care for people with schizophrenia (Review)

Copyright © 2018 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.

145



Cochrane
Library

Trusted evidence.
Informed decisions.
Better health.

 
 

Cochrane Database of Systematic Reviews

Satisfaction with treatment: leaving the study early

Unable to use:

Social support (not predefined outcome for this review)

Notes *Participants in the CBT group also received the standard care intervention.

**Defined as reduction in BPRS score < 30%

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Quote: "Participants were randomly assigned..." (p.117).

Comments: insufficient information about the sequence generation process to
permit judgement of 'Low risk' or 'High risk'

Allocation concealment
(selection bias)

Unclear risk Comments: The method of concealment was not described.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: The author did not address this information. However, partici-
pants and personnel were not likely to be blinded because participants in the
treatment group received CBT, and the control group only received standard
care.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Unclear risk Comments: The method of blindness was not described.

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: Two participants in the control group dropped out from the study,
with no reasons reported. It was not possible that the low proportion of miss-
ing dataaffected the intervention effect estimate.

Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Low risk Comments: none obvious

Zhao 2013  (Continued)

 
 

Methods Allocation: randomised

Blinding: not addressed

Location: inpatients, China

Length of follow-up: 8 weeks

Participants Diagnosis: schizophrenia (CCMD-3)

N = 120

Sex: 57 M, 63 F

Age: 30 - 50 years old, mean ˜ 35.26 years, SD ˜ 2.24 years

Included: length of illness: mean ˜ 42.3 months, SD ˜ 1.21 months

Zhao 2014 
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Excluded: brain organic disease; severe physical disorder; personality disorder; alcohol or drug abuse

Interventions 1. CBT group*: N = 60

Content: practicing daily life activity, entertainment therapy, and cognition modification

Delivered by: not stated

Frequency: not stated

Treatment duration: 8 weeks

2. Standard care group: N = 60

Content: antipsychotics and nursing care

Delivered by: not reported

Frequency: not reported

Treatment duration: 8 weeks

Outcomes Mental state: general (PANSS scores)

Unable to use:

Behaviour: NOSIE - not predefined outcome for this review

Notes *Participants in the CBT group also received the standard care intervention.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Quote: "Participants were randomly assigned..." (p.209).

Comments: insufficient information about the sequence generation process to
permit judgement of 'Low risk' or 'High risk'

Allocation concealment
(selection bias)

Unclear risk Comments: The method of concealment was not described.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: The author did not address this information. However, partici-
pants and personnel were not likely to be blinded because participants in the
treatment group received CBT, and the control group only received standard
care.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Unclear risk Comments: The method of blindness was not described.

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: no attrition

Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Low risk Comments: none obvious

Zhao 2014  (Continued)
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Methods Allocation: randomised

Blinding: not addressed

Location: inpatients, China

Length of follow-up: 3 months

Participants Diagnosis: schizophrenia (ICD-10)

N = 133

Sex: 74 M, 59 F

Age: 18 - 65 years, mean ˜ 32.65 years, SD ˜ 12.4 years

Included: length of illness: mean ˜ 7.23 years, SD ˜ 3.32 years; the total score of PANSS ≥ 60

Excluded: with severe physical disease

Interventions 1. CBT group*: N = 65

Content: cognition modification, psychoeducation about disease, and physical exercise

Delivered by: nurses who had five years experience of CBT

Frequency: 40 minutes each session for 10 sessions

Treatment duration: 12 weeks

2. Standard care group: N = 68

Content: antipsychotics, psychoeducation and nursing care

Delivered by: not reported

Frequency: not reported

Treatment duration: 12 weeks

Outcomes Global state: relapse**

Engagement with services: compliance with medication**

Unable to use:

Adverse events: weight gain - SD not reported

Notes *Participants in the CBT group also received the standard care intervention.

**Trial authors did not report ICC; we assumed ICC = 0.1, as stated in the methods.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Quote: "Participants were randomly assigned..." (p.33).

Comments: insufficient information about the sequence generation process to
permit judgement of 'Low risk' or 'High risk'

Zou 2013 
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Allocation concealment
(selection bias)

Unclear risk Comments: The method of concealment was not described.

Blinding of participants
and personnel (perfor-
mance bias) 
All outcomes

High risk Comments: The author did not address this information. However, partici-
pants and personnel were not likely to be blinded because participants in the
treatment group received CBT, and the control group only received standard
care.

Blinding of outcome as-
sessment (detection bias) 
All outcomes

Unclear risk Comments: The method of blindness was not described.

Incomplete outcome data
(attrition bias) 
All outcomes

Low risk Comments: no attrition

Selective reporting (re-
porting bias)

Low risk Comments: All measured outcomes were reported.

Other bias Low risk Comments: none obvious

Zou 2013  (Continued)

AAT:

ABC =

ADL = Activity of Daily Living Scale

AHR =

AHRS = Auditory Hallucinations Rating Scale

AO =

ASI = The Addiction Severity Index

ASIQ = Adult Suicidal Ideation Questionnaire

B & B =

BAVQ/BAVQ-R = Beliefs About Voices Questionnaire

BDI = Beck Depression Inventory

BAI = Beck Anxiety Inventory

BAVQ = Belief about Voices Questionnaire

BCSI = Beck Cognitive Insight Scale

BCSS = Brief Core Schema Scales

BDI = Beck Depression Inventory-II

BHS = The Beck Hopelessness Scale

BIS = Birchwood Insight Scale

BPRS = Brief Psychiatric Rating Scale

BSS = Beck Scale for Suicidal ideation

CAN = The Camberwell Assessment of Needs

CAS =

CAT =

CBT =

CBTp =

CCMD(-2-R), also (-3) =

CCS = Cybernetic Coping Scale

CDS =

CDSS/CDS = Calgary Depression Scale

CGI =

CHOICE =

CMHT =

CMS = Clinical Memory Scale

CPRS = Comphrehensive Schizophrenia Change Scale
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CRI =

CSQ = the Client Satisfaction Questionnaire

CGI-GI = Clinical Global Impression-global improvement

CGI-SI = Clinical Global Impression-severity of illness

CTCH =

DRS = Delusion Rating Scale

DSM-IV(-TR) or DSM-III(-R) =

ECT =

EI =

EPPIC =

EuroQOL =

F =

GAF = Global Assessment of Functioning

GPTS = Green et al Paranoid Thoughts Scale

GQOLI-74 =

GSH =

GSES = General Self-EJicacy Scale

HADS = Hospital Anxiety and Depression Scale

HAMD = MATRICS Consensus Cognitive Battery

ICD-10 =

IES = Impact of Events Scale

ILSS = Independent Living Skills Survey

IPROS = Inpatient psychiatric rehabilitation outcomes scale

IQ =

IS = The Insight Scale

IT =

ITAQ = Insight and Treatment Attitudes Questionnaire

ITT =

LSP = Life Skills Profile

M =

MADS = Maudsley Assessment of Delusions Schedule

MADRS = Montgomery-Asberg Depression Rating Scale

MARS = Medication Adherence Rating Scale

MCAS = Multnomah Community Ability Scale

MCCB = MATRICS Consensus Cognitive Battery

MICBT =

MMSE = Mini-Mental State Examination

NOSIE = Nurses' Observation Scale for Inpatient Evaluation

NSRS = Negative Symptom Rating scale

P1 =

P3 =

PANSS = The Positive and Negative Syndrome Scale

PBIQ = Personal Beliefs about Illness Questionnaire

PSE - 10 = Present State Examination

PSP = Personal Social Performance Scale

PsyRATS = Psychotic Symptom Rating Scales

PSWQ = Penn State Worry Questionnaire

PTQ = Perseverative Thinking Questionnaire

QLS = Quality of Life Scale

RDC =

RSCQ = Robson Self Concept Questionnaire

RSES = Rosenberg Self-Esteem scale

RSQ = Robson Self-Concept Questionnaire

SAI = the Schedule for Assessment of Insight

SADS = Social Avoidance and Distress Scale

SANS = The Scale for the Assessment of Negative Symptoms
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SAPS = The Scale for the Assessment of Positive Symptoms

SAS = Self-rating Anxiety Scale

SBS = Social Behaviour Schedule

SCID-1 =

SCL-90 =

SCQ = Self Concept Questionnaire

SCS = Social Comparison Scale

SDS = Self-rating Depression Scale

SDSS = Social Disability Screening Schedule

SERS = Self-Esteem Rating Scale

SES = The Self-Esteem Scale

SF-36 = The Short Form-36

SFS = The Social Functioning Scale

SOFAS = The Social and Occupational Functioning Assessment Scale

SPS = The Social Provision Scale

SPS = The Suicide Probability Scale

SQLS = Schizophrenia Quality of Life Scale

SRIS = Self-Report Insight Scale

SSPI = Scale of Social-Skills for Psychiatric Inpatients

ST =

TAU = Treatment-as-usual

TESS = Treatment Emergent Symptom Scale

UPSA = UCSD Performance-Based Skills Assessment

VCS =

VPD =

WAIS - RC = Wechsler adult intelligence scale - revised

WCST = The Wisconsin Card Sorting Test

WEMWS =

WHODAS =

WHOQOL-BREF = World Health Organization Quality of Life Assessment abbreviated version

WMS =

WRAT = Wide Range Achievement Test

 

Characteristics of excluded studies [ordered by study ID]

 

Study Reason for exclusion

ACTRN12606000 Allocation: randomised

Participants: not schizophrenia. Study undertaken with persons who were at ultrahigh risk of tran-
sition into psychosis.

Agius 2007 Allocation: an 'open-label' cohort study

Bach 2002 Allocation: randomised

Participants: nonaffective psychotic disorder (schizophrenia or schizoaffective disorder).

Interventions: the intervention was not a traditional CBT, but about radical acceptance without
cognitive or behavioural modifications.

Barrowclough 2006 Allocation: randomised

Participants: people with schizophrenia

Interventions: group CBT + treatment-as-usual versus treatment-as-usual
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Study Reason for exclusion

Bechdolf 2004 Allocation: randomised controlled trial

Participants: people with schizophrenia

Interventions: CBT versus psychoeducation

Bechdolf 2005b Allocation: an uncontrolled prospective study

Bradshaw 1996 Allocation: randomised controlled trial

Participants: people with schizophrenia

Interventions: CBT versus problem-solving group

Bradshaw 2000 Allocation: randomised

Participants: people with schizophrenia

Intervention: CBT plus standard care versus standard care

Outcome: no usable data, the author did not report the number of participants in each group.

Byerly 2005 Allocation: not randomised

Cai 2014c Allocation: randomised

Participants: people with psychosis (type not stated)

Cather 2005 Allocation: randomised

Participants: schizophrenia or schizoaffective disorder, depressed type with residual psychotic
symptoms

Interventions: CBT versus psychoeducation

Cella 2014 Allocation: randomised

Participants: people with schizophrenia

Interventions: cognitive remediation plus treatment-as-usual versus treatment-as-usual

Chen 2012 Allocation: retrospective study

ChiCTR-TRC-14004187 2014 Allocation: randomised

Participants: schizophrenia, schizoaffective, or delusional disorder according to the criteria of
DSM-V (APA, 2013)

Interventions: group CBT versus control intervention (unclear intervention)

Deng 2014 Allocation: randomised

Participants: people with schizophrenia

Interventions: group CBT plus entertainment therapy versus entertainment therapy

Dong 2015 Allocation: randomised

Participants: schizophrenia

Interventions: CBT plus risperidone versus risperidone
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Study Reason for exclusion

Outcomes: no usable data and the author did not reported the tools used for measurements

Drury 1996 Allocation: randomised

Participants: schizophrenia or schizoaffective disorder, depressed type with residual psychotic
symptoms

Interventions: CBT versus recreation and support

Du 2016 Allocation: randomised

Participants: people with schizophrenia

Interventions: CBT plus fluoxetine and other conventional medicine versus fluoxetine and other
conventional medicine

Outcomes: no usable data and the author did not state the duration of treatment

Eack 2014 Allocation: randomised

Participants: people with substance misuse and schizophrenia

Farreny 2012 Allocation: randomised

Participants: people with schizophrenia

Interventions: cognitive remediation (not CBT) versus leisure control

Favrod 2014 Allocation: randomised

Participants: people with schizophrenia

Interventions: meta-cognitive training plus treatment-as-usual versus treatment-as-usual

Feng 2013 Allocation: not randomised

Gaudiano 2006 Allocation: randomised
Participants: people with psychotic disorder

Interventions: not CBT, active intervention based on Acceptance and Commitment Therapy

Granholm 2007 Allocation: randomised
Participants: people with chronic schizophrenia

Interventions: combination of CBT and other active therapies (social skills training plus cognitive
remediation/rehabilitation)

Haddock 1998 Allocation: randomised
Participants: people with schizophrenia or schizoaffective disorder (DSM-IV)

Intervention: CBT versus supportive counselling

Hang 2014 Allocation: quasi-randomised

Hert 2000 Allocation: randomised
Participants: people with schizophrenia

Interventions: not CBT, active intervention was a relapse prevention program

Hogarty 1997 Allocation: randomised
Participants: people with schizophrenia
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Study Reason for exclusion

Interventions: not CBT, active intervention was personal therapy

Hogarty 2004 Allocation: randomised
Participants: people with schizophrenia or schizoaffective disorder

Interventions: not CBT, active intervention focused upon cognitive neurorehabilitation and retrain-
ing

Huang 2014 Allocation: quasi-randomised

Ibranhim 2012 Allocation: quasi-randomised

ISRCTN11889976 Allocation: randomised

Participants: people with first episode psychosis

ISRCTN34966555 Allocation: randomised

Participants: people with psychosis with positive symptoms

Interventions: CBT delivered through mobile application (app) versus symptoms monitoring app

ISRCTN47998710 Allocation: randomised

Participants: people with psychological difficulties, not schizophrenia

ISRCTN77762753 Allocation: randomised

Participants: auditory hallucinations (people who heard distress voices)

Jackson 1998 Allocation: not randomised

Jackson 2008 Allocation: randomised
Participants: people with schizophrenia or schizoaffective disorder

Interventions: CBT versus Befriending (not treatment-as-usual)

Jenner 2004 Allocation: randomised

Participants: PenllteDt (> 10 years), drug-refractory auditory hallucinations

Jiang 2014 Allocation: randomised

Participants: people with schizophrenia

Interventions: CBT plus standard care plus psychoeducation versus standard care plus psychoedu-
cation

Outcomes: No usable data; the reported outcomes were not predefined for this review (Activity of
Daily Living score, Fast Blood Glucose, Post prandial glucose after 2 hours, and HbA1c)

Johnson 2008 Allocation: randomised

Participants: outpatients with schizophrenia

Interventions: group CBT versus group supportive therapy

Kidd 2014 Allocation: randomised

Participants: people with schizophrenia
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Study Reason for exclusion

Interventions: cognitive remediation plus supported education versus supported education

Klingberg 2009 Allocation: randomised

Participants: people with schizophrenia

Interventions: CBT versus cognitive remediation

Kong 2015 Allocation: quasi-randomised study

Kuipers 2004 Allocation: randomised

Participants: people with any functional psychosis

Interventions: Croydon Outreach and Assertive Support Team versus treatment-as-usual

Lang 2014 Allocation: randomised

Participants: children with schizophrenia

Interventions: CBT plus standard care versus standard care

Outcomes: no usable data, the reported outcomes were not predefined for this review (subscale
scores of Wechsler Memory Scale)

Leclerc 2000 Allocation: randomised

Participants: people with schizophrenia

Interventions: coping skill (not CBT) versus control

Lecomte 2008 Allocation: randomised

Participants: people with schizophrenia

Interventions: group CBT plus standard care versus standard care versus social skill training

Li 2013 Allocation: randomised

Participants: people with schizophrenia

Interventions: group CBT plus antipsychotics versus antipsychotics

Li 2013b Allocation: randomised

Participants: people with schizophrenia

Interventions: group CBT plus antipsychotics versus antipsychotics

Li 2014b Allocation: randomised

Participants: people with schizophrenia

Interventions: CBT versus traditional health education (not standard care)

Li 2015c Allocation: quasi-randomised study

Lin 2014 Allocation: randomised

Participants: schizophrenia with depression

Interventions: CBT citalopram plus antipsychotics versus citalopram plus antipsychotics
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Study Reason for exclusion

Outcomes: no usable data, the author did not report data for predefined outcomes

Lincoln 2012 Allocation: randomised

Participants: people with schizophrenia

Interventions: CBT with elements of meta-cognitive techniques

Liu 2013 Allocation: randomised

Participants: people with schizophrenia

Interventions: CBT and token therapy plus standard care versus standard care

Liu 2015 Allocation: randomised

Participants: people with schizophrenia

Interventions: CBT plus standard care versus standard care

Outcomes: no usable data, the reported outcomes were not predefined for this review

Lu 2012 Allocation: randomised

Participants: people with schizophrenia

Interventions: cognitive remediation versus treatment-as-usual

Lu 2014a Allocation: randomised

Participants: schizophrenia

Interventions: CBT versus general supportive psychotherapy

Lysaker 2009 Allocation: randomised

Participants: people with schizophrenia spectrum disorders

Interventions: Indianapolis Vocational Intervention Program versus support services

McLeod 2007 Allocation: randomised

Participants: people with schizophrenia who were experiencing auditory hallucinations

Interventions: CBT plus standard care versus standard care

Outcomes: no usable data, author did not report any predefined outcome data relevant to this re-
view

Mo 2015 Allocation: quasi-randomised

Morrison 2014 Allocation: randomised

Participants: people at risk of schizophrenia - not people with schizophrenia

NCT00810355 Allocation: randomised

Participants: people with schizophrenia

Interventions: Cognitive Behaviour Therapy (CBT) combined with Cognitive Remediation (CR) ver-
sus CBT alone versus Support Services (SS) alone
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Study Reason for exclusion

NCT00960375 Allocation: randomised

Participants: people with schizoaffective disorder or schizophrenia mood disorders, or both, with
psychotic features

Interventions: behavioural treatment of smoking cessation versus a manualised smoking cessation
program

NCT02105779 Allocation: randomised

Participants: people with schizophrenia

Interventions: cognitive remediation treatment versus control

NCT02420015 Allocation: randomised

Participants: people with schizophrenia

Intervention: the two groups received cognitive-behavioural smoking cessation counselling

NCT02535923 Allocation: randomised

Participants: people with psychosis

Intervention: CBT versus 'health and wellness'

NCT02751632 Allocation: randomised

Participants: people with psychosis

Intervention: CBT versus 'support and problem-solving'

Nordentoff 2005 Allocation: randomised

Participants: first episode of psychosis

Interventions: not CBT, assertive community treatment, family involvement, and social skills train-
ing

O'Connor 2007 Allocation: randomised

Participants: people with delusional disorders (criteria for schizophrenia had never been met)

O'Donnell 2003 Allocation: randomised

Participants: people with schizophrenia
Interventions: compliance therapy versus supportive counselling

O'Driscoll 2015 Allocation: only one arm from an RCT

Owen 2015 Allocation: quasi-randomised

Penades 2006 Allocation: randomised

Participants: people with schizophrenia disorder

Interventions: CBT versus cognitive remediation therapy

Penn 2009 Allocation: randomised

Participants: people with schizophrenia spectrum disorders
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Study Reason for exclusion

Interventions: group CBT versus Supportive Therapy

Phillips 2002 Allocation: not randomised

Participants: people at risk of developing psychosis

Pinto 1999 Allocation: randomised

Participants: people with schizophrenia disorder

Interventions: CBT combined with social skill training versus supportive therapy

Qi 2012 Allocation: quasi-randomised

Rector 2005 Allocation: randomised

Participants: people with schizophrenia

Intervention: CBT versus psychoeducation (psychoeducation was not standard care)

Reeder 2014 Allocation: randomised

Participants: people with schizophrenia

Interventions: cognitive remediation versus treatment-as-usual

Richmond 2005 Allocation: randomised

Participants: schizophrenia with tobacco dependence

Interventions: Cognitive Behaviour Therapy (CBT) and nicotine replacement therapy (NRT) versus
treatment-as-usual

Sellwood 2000 Allocation: randomised

Participants: schizophrenia

Interventions: family-based intervention versus treatment-as-usual

Sensky 2000 Allocation: randomised

Participants: people with schizophrenia

Interventions: CBT versus befriending

Shao 2013 Allocation: randomised

Participants: people with psychosis, with 59% schizophrenia

Interventions: CBT plus antipsychotics versus antipsychotics

Outcomes: no usable data, the author did not report the treatment duration and length of fol-
low-up

Shi 2015 Allocation: cluster-randomised

Participants: people with chronic schizophrenia

Interventions: CBT plus medication versus medication

Outcomes: no usable data, the author did not report the number of clusters
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Song 2012 Allocation: randomised

Participants: people with schizophrenia

Interventions: group CBT versus control group (unclear intervention)

Song 2014 Allocation: randomised

Participants: people with schizophrenia

Interventions: group CBT plus standard care versus standard care

Turkington 2008 Allocation: randomised

Participants: people with schizophrenia

Interventions: CBT versus befriending

Valmaggia 2005 Allocation: randomised

Participants: people with schizophrenia

Intervention: CBT versus supportive counselling

Wang 2003 Allocation: randomised

Participants: first-episode schizophrenia

Intervention: cognitive therapy plus antipsychotics versus antipsychotics. The cognitive therapy fo-
cused on acceptance without cognitive or behavioural modifications.

Wang 2013 Allocation: randomised

Participants: people with schizophrenia

Interventions: antipsychotics plus CBT versus antipsychotics plus health education

Wang 2013a Allocation: randomised

Participants: people with schizophrenia

Interventions: cognitive existence intervention versus community follow-up

Wang 2014 Allocation: randomised

Participants: people with schizophrenia

Interventions: not CBT but cognitive rehabilitation nursing

Wei 2012 Allocation: randomised

Participants: people with schizophrenia

Interventions: cognitive therapy (not CBT) plus antipsychotics versus antipsychotics

Wu 2012 Allocation: randomised

Participants: first-episode paranoid schizophrenia

Interventions: CBT plus antipsychotics versus antipsychotics

Outcomes: no usable data, the author did not report the number of participants in each group
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Wu 2013 Allocation: randomised

Participants: people with schizophrenia

Interventions: CBT versus routine nursing psychological care (the nursing psychological care was
not standard care and the CBT group did not receive this psychological care)

Wykes 2005 Allocation: randomised

Participants: people with schizophrenia

Interventions: group CBT plus standard care versus standard care

Xie 2013 Allocation: quasi-randomised

Xu 2014 Allocation: quasi-randomised

Yang 2012 Allocation: randomised

Participants: people with schizophrenia

Interventions: antipsychotics plus CBT versus antipsychotics plus health education (the health edu-
cation was not standard care and the CBT group did not receive health education)

Zeng 2014 Allocation: randomised

Participants: people with schizophrenia

Interventions: CBT plus standard care versus standard care

Outcomes: no usable data, the author did not report the treatment duration

Zhang 2005 Allocation: quasi-randomised

Zhao 2012 Allocation: randomised

Participants: people with schizophrenia

Interventions: cognitive insight therapy plus medication versus medication

Zhou 2015b Allocation: randomised

Participants: people with schizophrenia

Interventions: group CBT versus standard care

CBT =

CR =

DSM-IV (or -V) =

NRT =

PenliteD =

SS =

 

Characteristics of studies awaiting assessment [ordered by study ID]

 

Methods Allocation: randomised

Chen 2015c 
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Blinding: not reported

Duration: not reported

Location: not reported

Length of follow-up: not reported

Participants Diagnosis: schizophrenia

Total: N = 73

Sex: not reported

Age: not reported

Length of illness: not reported

Inclusion criteria: not reported

Exclusion criteria: not reported

Interventions 1. CBT plus regular medication plus psychiatric nursing group

2. Regular medication plus psychiatric nursing group

Outcomes Quality of life

Notes Awaiting full text

Chen 2015c  (Continued)

 
 

Methods Allocation: randomised

Blinding: not reported

Duration: not reported

Location: not reported

Length of follow-up: not reported

Participants Diagnosis: a diagnosis with schizophrenic spectrum disorder (F2, ICD-10) and co-occurring
cannabis abuse (F12, ICD-10)

Total: N = 103

Sex: not reported

Age: not reported

Length of illness: not reported

Inclusion criteria: not reported

Exclusion criteria: not reported

Interventions 1. Motivational Interviewing (MI) and Cognitive Behavioural Therapy (CBT) group
2. Standard care (treatment-as-usual) group

Outcomes Awaiting full text

Fohlmann 2010 

Cognitive behavioural therapy plus standard care versus standard care for people with schizophrenia (Review)

Copyright © 2018 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.

161



Cochrane
Library

Trusted evidence.
Informed decisions.
Better health.

 
 

Cochrane Database of Systematic Reviews

Notes Awaiting full text

Fohlmann 2010  (Continued)

 
 

Methods Allocation: randomised

Blinding: single-blind

Duration: not reported

Location: not reported

Length of follow-up: not reported

Participants Diagnosis: PTSD (post-traumatic stress disorder) in schizophrenia (DSM-IV)

Total: N = 61

Sex: not reported

Age: not reported

Length of illness: not reported

Inclusion criteria: not reported

Exclusion criteria: not reported

Interventions 1. CBT group
2.Treatment-as-usual group

Outcomes PTSD symptoms

Positive and negative symptoms

Notes Awaiting full text

Hardy 2015 

 
 

Methods Allocation: randomised

Blinding: not reported

Duration: not reported

Location: not reported

Length of follow-up: not reported

Participants Diagnosis: psychotic illness

Total: N = 14

Sex: not reported

Age: not reported

Length of illness: not reported

Hassan 2014 
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Inclusion criteria: not reported

Exclusion criteria: not reported

Interventions 1. Cognitive-behavioural intervention for weight loss group
2. Standard care (treatment-as-usual) group

Outcomes Awaiting full text

Notes Awaiting full text

Hassan 2014  (Continued)

 
 

Methods Allocation: randomised

Blinding: not reported

Duration: not reported

Location: not reported

Length of follow-up: not reported

Participants Diagnosis: patients with schizophrenia

Total: N = 74

Sex: not reported

Age: not reported

Length of illness: not reported

Inclusion criteria: not reported

Exclusion criteria: not reported

Interventions 1. Homebased cognitive training along with standard care (treatment-as-usual) group
2. Standard care (treatment-as-usual) alone group

Outcomes Awaiting full text

Notes Awaiting full text

Moun 2015 

 
 

Methods Allocation: randomised

Blinding: not reported

Duration: not reported

Location: not reported

Length of follow-up: not reported

Participants Diagnosis: schizophrenia

Nagui 2016 
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Total: N = 40

Sex: not reported

Age: not reported

Length of illness: not reported

Inclusion criteria: not reported

Exclusion criteria: not reported

Interventions 1. CBT plus standard care group
2. Standard care (treatment-as-usual) group

Outcomes Mental state: PANSS score

General functioning: the Arabic version of Beliefs About Voices Questionnaire (BAVQ) and the Gen-
eral Assessment of Functioning scale (GAF)

Notes Awaiting full text

Nagui 2016  (Continued)

 
 

Methods Allocation: randomised

Blinding: not reported

Duration: not reported

Location: not reported

Length of follow-up: not reported

Participants Diagnosis: first-episode schizophrenia

Total: N = 120

Sex: not reported

Age: not reported

Length of illness: not reported

Inclusion criteria: not reported

Exclusion criteria: not reported

Interventions 1. CBT plus palperidone palmitate group
2. Paliperidone palmitate group

Outcomes Mental state: no clinical response, PANSS score

Adverse events: TESS score

General functioning: relapse, rehospitalisation, individual/social function - PSP score

Satisfaction with treatment: MSQ score

Notes Awaiting full text

Tang 2015 
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Methods Allocation: randomised

Blinding: not reported

Duration: not reported

Location: not reported

Length of follow-up: not reported

Participants Diagnosis: patients with schizophrenia

Total: N = 49

Sex: not reported

Age: not reported

Length of illness: not reported

Inclusion criteria: not reported

Exclusion criteria: not reported

Interventions 1. Modified cognitive behavioural treatment (mCBT) plus standard care (treatment-as-usual) group
2. Standard care (treatment-as-usual) alone group

Outcomes PANSS Positive-Scale

The Global Functioning Scale (GAF)

Quality of Life (MSLQ)

Notes Awaiting full text

Tecic 2012 

 

Characteristics of ongoing studies [ordered by study ID]

 

Trial name or title A clinical audit of the first six months of care of first-episode psychosis patients in seven European
sites

Methods Allocation: randomised

Blinding: not reported

Duration: not reported

Location: not reported

Length of follow-up: not reported

Participants Diagnosis:

Total: N = 235

Sex: not reported

Age: 15 - 35 years old

Edwards 2008 
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Length of illness: not reported

Inclusion criteria: aged 15 – 35 years at service entry; first episode of schizophrenia or related psy-
chotic disorder; and entering the service during a designated period

Exclusion criteria: not reported

Interventions 1. Cognitive behavioural case management plus standard care group: N = N/A

Content: not reported

Delivered by: not reported

Frequency: not reported

Treatment duration: not reported

2. Standard care group: N = N/A

Content: not reported

Delivered by: not reported

Frequency: not reported

Treatment duration: not reported

Outcomes Outcomes: not reported

Starting date 2003

Contact information PD McGorry, ORYGEN Youth Health, Melbourne Health and University of Melbourne

Notes *The term 'Treatment-as-usual (TAU)' was used in this paper.

Edwards 2008  (Continued)

 
 

Trial name or title A pilot study of a randomised controlled trial of antipsychotic medication in comparison to cogni-
tive behaviour therapy and a combined treatment in adults with psychosis

Methods Allocation: randomised

Blinding: not reported

Duration: not reported

Location: not reported

Length of follow-up: not reported

Participants Diagnosis: schizophrenia, schizoaffective disorder, or delusional disorder (ICD-10)

Total: N = 60

Sex: not reported

Age: not reported

Length of illness: not reported

Inclusion criteria: not reported

ISRCTN06022197 
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Exclusion criteria: not reported

Interventions 1. Cognitive behaviour therapy plus antipsychotics group

2. Antipsychotics medication group

Outcomes PANSS.

Clinical global impression scales (CGI)

Hospital Anxiety and Depression scale (HADS)

Personal and social performance scale (PSP)

Questionaire about the process of recovery (QPR)

WHOQOL

Starting date March 1, 2104

Contact information Miss Heather Law

Psychology Department

Prestwich Hospital

Bury New Road Pretwich

Manchester

M25 3BL

United Kingdom

heather.law@gmw.nhs.uk

Notes None

ISRCTN06022197  (Continued)

 
 

Trial name or title The Nightmare Intervention Study: a pilot randomised controlled trial of a brief cognitive behav-
ioural therapy for nightmares for patients with persecutory delusions

Methods Allocation: randomised

Blinding: not reported

Duration: not reported

Location: not reported

Length of follow-up: not reported

Participants Diagnosis: not reported

Total: N = N/A

Sex: not reported

Age: not reported

Length of illness: not reported

ISRCTN12668007 
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Inclusion criteria: participants experiencing regular nightmares, persistent persecutory delusions,
and having a diagnosis of non-affective* (not related to disturbance of mood) psychosis (e.g. schiz-
ophrenia)

Exclusion criteria: not reported

Interventions 1. CBT plus standard care group

2. Standard care group

Outcomes Acceptability and feasibility of the intervention and recruitment and retention rates

Nightmare severity - Distressing Dreams and Nightmare Severity Index

Psychological well-being - Warwick Edinburgh Mental Wellbeing Scale

Persecutory beliefs - Green Paranoid Thoughts Scale

Hallucinatory experiences - CardiJ Anomalous Perceptions Scale

Affect - Depression Anxiety and Stress Scale - 21-item version

Symptoms of insomnia - Sleep Condition Indicator

Sleep quality - Pittsburgh Sleep Quality Index

Dissociative symptoms - Brief Dissociative Experiences Scale

Starting date November 16, 2015

Contact information Dr Bryony Sheaves

Department of Psychiatry
Warneford Hospital
Warneford Lane
Headington
Oxford
OX3 7JX
United Kingdom
+44 1865 226486

bryony.sheaves@psych.ox.ac.uk [mail to:bryony.sheaves@psych.ox.ac.uk]

Notes Not yet recruiting

*We think 'non-affective' could be schizophrenia, but not necessarily 100%. In this case, we would
give this trial the benefit of the doubt and include it.

ISRCTN12668007  (Continued)

 
 

Trial name or title The effects of using cognitive behavioural therapy to improve sleep for patients with delusions and
hallucinations (the BEST study): study protocol for a randomised controlled trial

Methods Allocation: randomised

Blinding: assessor blinded

Location: outpatient and inpatient clinical teams, UK

Length of follow-up: 6 months

ISRCTN33695128 
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Participants Diagnosis: clinical diagnosis of schizophrenia, schizoaffective disorder, or delusional disorder

N = 60

Sex: not reported

Age: 18 - 65 years

Length of illness: not reported

Inclusion criteria: a current delusion or hallucination that has persisted for at least three months; a
score of at least 2 on the distress scale of the Psychotic Symptom Rating Scales (PSYRATS) for either
a delusion or hallucination; a clinical diagnosis of schizophrenia, schizoaffective disorder, or delu-
sional disorder (that is, diagnosis of non-affective psychosis (F2) in the International Classification
of Diseases and Diagnostic and Statistical Manual IV); sleep difficulties lasting one month or longer
with an ISI score of 15 or above (that is, above subthreshold insomnia). Participants must be aged
between 18 and 65, and, where changes in medication are being made, entry to the study would
not occur until at least a month after stabilisation of dosage. It should be noted that we will be see-
ing participants.

Exclusion criteria: a primary diagnosis of sleep apnoea, alcohol or substance dependency, an or-
ganic syndrome or learning disability, a command of spoken English inadequate for engaging in
therapy; and current individual CBT

Interventions 1. CBT plus standard care group: N = 30

Content: 1) psychoeducation about sleep difficulties, assessment of the triggering and mainte-
nance of sleep difficulties, and goal setting, 2) active therapeutic techniques that are used includ-
ed sleep hygiene, stimulus control therapy, 3) relaxation, and, less often, cognitive techniques to
address unhelpful beliefs and attitudes about sleep, attentional bias, monitoring, and safety be-
haviours. The intervention is deliberately simplified, with the principal therapeutic technique being
stimulus control; that is, learning to associate bed with sleep.

Delivered by: carried out by a qualified clinical psychologist

Frequency: up to 8 sessions over 12 weeks; follow-up at 6 months

Treatment duration: 12 weeks

2. Standard care group: N = 30

Content: standard care delivered according to national and local service protocols and guidelines

Delivered by: not reported

Frequency: up to 8 sessions over 12 weeks; follow-up at 6 months

Treatment duration: 12 weeks

Outcomes The Positive and Negative Symptom Scale

Insomnia: ISI (Insomnia Severity Index)

Hallucinations: PSYRATS

The Beck Anxiety Inventory

The Beck Depression Inventory

Insomnia (self-reported): the Pittsburgh Sleep Quality Index

Quality of life: EQ-5D-5 levels

Well-being: the Warwick-Edinburgh Mental Well-being Scale

ISRCTN33695128  (Continued)
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The priorities, such as self-confidence, peace of mind, and a sense of being in control: CHOICE

Fatigue: Multidimensional Fatigue Inventory

Suspicious thoughts: the Green Paranoid Thoughts Scale

Service use including medication consumption (type, dose, and time taken), use of alcohol, illicit
drugs, and nicotine, physical health history, adverse events, and hospital admission data (includ-
ing use of the Client Service Receipt Inventory.

A night-time worry scale and an activity diary

Starting date November 1, 2012

Contact information Prof Daniel Freeman, University Department of Psychiatry

Warneford Lane, Headington, City/town Oxford, Zip/Postcode OX3 7JX

Country United Kingdom.

Email Daniel.Freeman@psych.ox.ac.uk

Notes *The term 'Treatment-as-usual (TAU)' was used in this paper.

ISRCTN33695128  (Continued)

 
 

Trial name or title Sustaining Positive Engagement and Recovery (SUPEREDEN) - Improving social recovery in young
people with emerging severe social disability

Methods Allocation: randomised

Blinding: not reported

Duration: not reported

Location: not reported

Length of follow-up: not reported

Participants Diagnosis: patients with non-affective psychosis

Total: N = 150

Sex: not reported

Age: not reported

Length of illness: not reported

Inclusion criteria: not reported

Exclusion criteria: not reported

Interventions 1. Social Recovery Orientated Cognitive Behavioural Therapy plus standard care group
2. Standard care group.

Outcomes Time Use Survey
The Positive and Negative Syndrome Scale (PANSS)

Starting date July 1st, 2012

ISRCTN61621571 
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Contact information Prof Max Birchwood

School of Psychology Edgbaston
Birmingham
B15 2TT
United Kingdom
m.j.birchwood.20@birmingham.ac.uk

Notes *The term 'Treatment-as-usual (TAU)' was used in this paper.

ISRCTN61621571  (Continued)

 
 

Trial name or title Specialized addiction treatment versus treatment as usual for young patients with cannabis abuse
and psychosis (CapOpus)

Methods Allocation: randomised

Blinding: single-blind

Duration: not reported

Location: not reported

Length of follow-up: not reported

Participants Diagnosis: not reported

Total: N = 140

Sex: not reported

Age: not reported

Length of illness: not reported

Inclusion criteria: young people with psychosis

Exclusion criteria: not reported

Interventions 1. all part of the cognitive therapeutical framework, using psychoeducation, cognitive behavioural
therapy, and social skills training treatment-as-usual group

2. non-specialised individual treatment group

Outcomes Severity of abuse

Influence and severity of other substance use
PANSS
Cognitive function
Social functioning
Quality of life
User satisfaction
Expenses for the experimental intervention

Starting date June 2007

Contact information Merete Nordentoft, MD, PhD, MPH

Tel: plus4520607552

NCT00484302 
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Email:merete.nordentoft@dadlnet.dk

Notes None

NCT00484302  (Continued)

 
 

Trial name or title A randomized controlled trial of individual therapy for first episode psychosis

Methods Allocation: randomised

Blinding: single-blind

Duration: not reported

Location: not reported

Length of follow-up: not reported

Participants Diagnosis: meet DSM-IV criteria for: schizophrenia, schizophreniform disorder, brief psychotic dis-
order, delusional disorder, schizoaffective disorder, substance induced psychotic disorder, or psy-
chotic disorder NOS

Total: N = 309

Sex: not reported

Age: not reported

Length of illness: not reported

Inclusion criteria: not reported

Exclusion criteria: not reported

Interventions 1. Cognitive behavioural therapy group

2. Befriending group

3. Routine care group

Outcomes Social Functioning Scale (SFS)
Positive and Negative Syndrome Scale (PANSS)
Psychotic Symptom Rating Scales (PSYRATS)
Calgary Depression SCale for Schizophrenia (CDSS)
The Time-Line Follow Back (TLFB)
Alcohol and Drug Use Scale (AUS; DUS)
Medication Event Monitoring System (MEMS)
Rosenberg Self-Esteem Scale
Maastrich Assessment of Coping Skills (MACS)

Starting date June 2007

Contact information Jean Addington, PhD

Email: Jean_Addington@camh.net

Notes None

NCT00495911 
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Trial name or title Evaluation of social skills intervention on cognitive function in schizophrenia

Methods Allocation: randomised

Blinding: open-label

Duration: not reported

Location: not reported

Length of follow-up: not reported

Participants Diagnosis: clinical diagnosis of schizophrenia

Total: N = 35

Sex: not reported

Age: not reported

Length of illness: not reported

Inclusion criteria: not reported

Exclusion criteria: not reported

Interventions 1. CBT of irony comprehension group

2. No Intervention group

Outcomes Irony behavioural hemispheric results

Improved theory of mind abilities

Starting date March 2015

Contact information Dror Dolfin

Tel: 972505406993

Email: zdolfin@gmail.com

Notes None

NCT02134418 

 
 

Trial name or title RCT Social cognition training and therapeutic alliance focused therapy for persons with severe
mental illness (RCT SCIT)

Methods Allocation: randomised

Blinding: double-blind

Duration: not reported

Location: not reported

Length of follow-up: not reported

NCT02380885 
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Participants Diagnosis: severe mental disorders (schizophrenia, schizoaffective, bi-polar, depression)

Total: N = 120

Sex: not reported

Age: not reported

Length of illness: not reported

Inclusion criteria: not reported

Exclusion criteria: not reported

Interventions 1. Social cognition and interaction training: psychosocial group intervention group

2. Therapeutic alliance focused therapy group

3. Standard care group

Outcomes Wisconsin Social Quality of Life Scale
The Face Emotion Identification Task
Faux-Pas task

Ambiguous Intentions Hostility Questionnaire
Social Skill Performance Assessment

The Working Alliance Inventory
Narrative evaluation of intervention interview

Starting date January 2015

Contact information Ilanit Hasson-Ohayon, Prof.

Tel: plus97225318477

Email: ilanithasson@gmail.com

Notes *The term 'Treatment-as-usual (TAU)' was used in this paper.

NCT02380885  (Continued)

 
 

Trial name or title The street smart group: a feasibility trial of a group intervention targeting anxiety processes in
paranoia

Methods Allocation: randomised

Blinding: open-label

Duration: not reported

Location: not reported

Length of follow-up: not reported

Participants Diagnosis: non-affective* psychosis (ICD-10, F20-F29)

Total: N = 18

Sex: not reported

NCT02408198 
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Age: not reported

Length of illness: not reported

Inclusion criteria: not reported

Exclusion criteria: not reported

Interventions 1. Anxiety intervention, based on a brief CBT for psychosis (CBTp) programme (therapy will be de-
livered for a period of 6 weeks immediately after randomisation) group

2. Delayed therapy (therapy will be delayed until 10 weeks following randomisation, and then de-
livered over a 6 week period) group

Outcomes Green Paranoid Thoughts Scale

Starting date February 2015

Contact information Dr Amy Hardy, King's College London

Notes The trial completed in May 2016, but no results were reported

*We think 'non-affective' could be schizophrenia, but not necessarily 100%. In this case, we would
give this trial the benefit of the doubt and include it.

NCT02408198  (Continued)

 
 

Trial name or title Feasibility trial of CBT for depersonalisation in psychosis

Methods Allocation: randomised

Blinding: single-blind

Duration: not reported

Location: not reported

Length of follow-up: not reported

Participants Diagnosis: psychotic disorders

Total: N = 30

Sex: not reported

Age: not reported

Length of illness: not reported

Inclusion criteria: not reported

Exclusion criteria: not reported

Interventions 1. CBT for depersonalisation/derealisation group

2. Standard care group

Outcomes Feasibility of intervention
Feasibility estimates of delivering the intervention including recruitment rates, acceptance rates,
dropouts

NCT02427542 
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Depersonalisation score (Score on the Cambridge Depersonalisation Scale)
 
Acceptability of intervention

Depression (Score on Beck Depression Inventory)

Anxiety (Score on Beck Anxiety Inventory)
Psychosis (Score on the Psychotic Symptom Rating Scale (PSYRATS)

Starting date March 2015

Contact information Simone Farrelly

Tel: plus447960431781

Email: simone.farrelly@kcl.ac.uk

Notes *The term 'Treatment-as-usual (TAU)' was used in this paper.

NCT02427542  (Continued)

 
 

Trial name or title Cognitive behaviour therapy for psychosis in first episode patient and the outcome of cognitive be-
haviour therapy on psychotic symptoms

Methods Allocation: randomised

Blinding: double-blind (participant, investigator)

Duration: not reported

Location: not reported

Length of follow-up: not reported

Participants Diagnosis: schizophrenia

Total: N = 50

Sex: not reported

Age: not reported

Length of illness: not reported

Inclusion criteria: not reported

Exclusion criteria: not reported

Interventions 1. CBT plus medications group (espidone, olepra, and donu)

2. Medications group (espidone, olepra, and donu)

Outcomes PANSS, SAI, and PSRS score

Starting date September 2015

Contact information Aisha Andleeb, Bahauddin Zakariya University

Notes The trial was completed in January 2016, but no results were reported.

NCT02653729 
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Trial name or title Comparison of emotion-focused cognitive behaviour therapy for patients with schizophrenia with
standard treatment: effects on psychological parameters and rehospitalisation

Methods Allocation: randomised

Blinding: single-blind (participant)

Duration: not reported

Location: not reported

Length of follow-up: not reported

Participants Diagnosis: schizophrenia, schizoaffective disorder, delusional disorder, or brief psychotic disorder

Total: N = 80

Sex: not reported

Age: not reported

Length of illness: not reported

Inclusion criteria: not reported

Exclusion criteria: not reported

Interventions 1. Emotion-focused Cognitive behaviour therapy group

2. Treatment-as-usual group

Outcomes Change in Psychotic Rating Scale (PSYRATS) delusions scale

Change in Positive and Negative Syndrome Scale (PANSS)

Change in Calgary Depression Rating Scale for Schizophrenia (CDSS)

Change in Role Functioning Scale (RFS)

Change in Paranoia Checklist (PCL)

Change in Beck Depression Inventory-II

Change in Peters et al. Delusions Inventory

Change in Reactions to Paranoid Thoughts Scale (REPT)

Change in Symptom Checklist 9 (SCL-9)

Change in Satisfaction With Life Scale (SWLS)

Change in Pittsburg Sleep Quality Inventory (PSQI)

Change in number of social contacts (SozE)

Change in Perseverative Thinking Questionnaire (PTQ)

Change in Scale of Emotion Regulation Competencies (SEK-27)

Change in Self-Compassion Scale (SCS)

Change in Brief Core Schema Scale (BCSS)

NCT02787122 
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Starting date January 2014

Contact information Prof. Dr. Stephanie Mehl, Philipps University Marburg Medical Center

Notes Not recruiting

NCT02787122  (Continued)

 
 

Trial name or title Efficacy and mechanisms of change of an emotion-oriented version of cognitive-behavioural thera-
py for psychosis (CBTp-E) in reducing delusions. A randomized-controlled treatment Study (CBTd-
E)

Methods Allocation: randomised

Blinding: single-blind (participant)

Duration: not reported

Location: not reported

Length of follow-up: not reported

Participants Diagnosis: schizophrenia, schizoaffective disorder, delusional disorder (DSM-V)

Total: N = 102

Sex: not reported

Age: not reported

Length of illness: not reported

Inclusion criteria: not reported

Exclusion criteria: not reported

Interventions 1. Emotion-oriented cognitive behaviour therapy group

2. Treatment-as-usual group

Outcomes Change in Psychotic Rating Scale (PSYRATS) delusions scale

Change in Positive and Negative Syndrome Scale (PANSS)

Change in Calgary Depression Rating Scale for Schizophrenia (CDSS)

Change in Role Functioning Scale (RFS)

Change in Peters et al. Delusions Inventory (PDI-R)

Change in Emotion-regulation Questionnaire (ERQ)

Change in Emotion regulation Inventory

Change in paranoia assessed with electronical mobile assessment

Change in sleep quality as assessed with an Actiwatch

Change in emotion regulation quality as assessed experimentally using International Affect Picture
System paradigm for the assessment of emotion regulation (IAPS)

NCT02787135 
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Change in heart rate variability

Change in Brief Core Schema Scale (BCSS)

Change in Insomnia Severity Index (ISI)

Change in Self-Compassion Scale (SCS)

Change in Self-perception of emotional competencies (SEK-27)

Starting date May 2016

Contact information Stephanie Mehl, PhD

Tel: +491631879762

Email: stephanie.mehl@staff.uni-marburg.de

Notes This study is currently recruiting participants.

NCT02787135  (Continued)

 
 

Trial name or title The effects of a brief CBT intervention, delivered by frontline mental health staJ, to promote recov-
ery in people with psychosis and comorbid anxiety or depression (the GOALS study): study protocol
for a randomised controlled trial

Methods Allocation: randomised
Blinding: All study members (including the statistician and assistant psychologists conducting the
assessments) will be blind to treatment allocation.

Duration: not reported

Location: community psychosis teams, UK

Length of follow-up:18 weeks

Participants Diagnosis: diagnosis of a schizophrenia spectrum disorder or currently experiencing psychotic
symptoms

Total: N = 66

Sex: not reported

Age:18 to 65 years old

Length of illness: not reported

Inclusion criteria: diagnosis of a schizophrenia spectrum disorder or currently experiencing psy-
chotic symptoms (for example, with diagnoses of personality disorder, bipolar disorder, or psy-
chotic depression); 18 to 65 years old (or accessing adult services); clinical levels of anxiety-related
avoidance or depression on outcome measures; and a desire to increase the current level of activi-
ties

Exclusion criteria: participants not meeting the above criteria, or who are currently refusing all
medication; or who are currently or recently (previous 3 months) in receipt of CBT; or who have a
primary diagnosis of an organic mental health problem; or who have a primary substance depen-
dency

Interventions Group 1: CBT plus standard care* group, n = 33

Waller 2014 
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Content: Participants received eight weekly CBT sessions with a trained member of staJ, each for
around one hour. After one month, all participants will receive two brief CBT interventions: graded
exposure for anxious avoidance and behavioural activation for depression.

Delivered by: psychiatrists

Frequency: 8 weekly sessions, 1 hour/session

Treatment duration:8 weeks

Group 2: standard care* group, n = 33

Content: All the treatment and support the participants were received before the start of the trial,
including input from their general practitioner and psychiatrist, and they will be seen by their care
coordinator at least monthly.

Treatment duration:8 weeks

Outcomes Activity: Time Budget Measure

Psychotic symptoms: PANSS (the Positive and Negative Syndromes Scale); Psychotic Symptom
Rating Scales

Anxiety and Depression: HADS (Hospital Anxiety and Depression Scale); Mobility Inventory

Well-being, quality of life: the Warwick-Edinburgh Mental Well-being Scale; the Manchester Short
Assessment of Quality of Life

Clinical Outcomes in Routine Evaluation – 10 (CORE-10)

Cost-effectiveness: the Client Service Receipt Inventory

Starting date April 2013

Contact information Author's name: Helen Waller

Institute: Department of Psychology, Institute of Psychiatry, King's College London

Address: Department of Psychology, Institute of Psychiatry, King's College London, London, UK

Email: helen.waller@kcl.ac.uk

Notes * The term 'Treatment-as-usual (TAU)' was used in this paper.

This is a protocol of an ongoing study.

Trial registration: Current Controlled Trials ISRCTN: 73188383. http://public.ukcrn.org.uk/search/
StudyDetail.aspx? StudyID=13538

Fund: The study is funded by the National Institute for Health Research: Research for Patient Bene-
fit (reference: PB-PG-0711-25010). The authors declare that they have no competing interests.

Waller 2014  (Continued)
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Comparison 1.   COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE

Outcome or subgroup title No. of studies No. of partici-
pants

Statistical method Effect size

1 Global state: 1a. Relapse 17   Risk Ratio (M-H, Random,
95% CI)

Subtotals only

1.1 Short term 2 92 Risk Ratio (M-H, Random,
95% CI)

0.22 [0.04, 1.24]

1.2 Medium term 5 667 Risk Ratio (M-H, Random,
95% CI)

0.53 [0.39, 0.72]

1.3 Long term 13 1538 Risk Ratio (M-H, Random,
95% CI)

0.78 [0.61, 1.00]

2 Global state: 1b. Relapse (skewed
data)

    Other data No numeric data

2.1 Medium term     Other data No numeric data

2.2 Long term     Other data No numeric data

3 Global state: 2. Clinically important
change (no improvement) - defined
by individual studies

3   Risk Ratio (M-H, Fixed, 95%
CI)

Subtotals only

3.1 Short term 1 48 Risk Ratio (M-H, Fixed, 95%
CI)

1.01 [0.61, 1.66]

3.2 Long term 2 82 Risk Ratio (M-H, Fixed, 95%
CI)

0.57 [0.39, 0.84]

4 Global state: 3a. Rehospitalisation 7   Risk Ratio (M-H, Fixed, 95%
CI)

Subtotals only

4.1 Short term 1 30 Risk Ratio (M-H, Fixed, 95%
CI)

1.0 [0.07, 14.55]

4.2 Long term 6 648 Risk Ratio (M-H, Fixed, 95%
CI)

0.79 [0.60, 1.04]

5 Global state: 3b. Hospitalisation -
number of admissions (skewed data)

    Other data No numeric data

5.1 Medium term     Other data No numeric data

5.2 Long term     Other data No numeric data

6 Global state: 4. Average endpoint
total score CGI, high = poor

3   Mean Difference (IV, Fixed,
95% CI)

Subtotals only

6.1 Short term 3 128 Mean Difference (IV, Fixed,
95% CI)

-0.32 [-0.63, -0.01]

6.2 Medium term 2 80 Mean Difference (IV, Fixed,
95% CI)

-0.52 [-0.89, -0.15]
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Outcome or subgroup title No. of studies No. of partici-
pants

Statistical method Effect size

6.3 Long term 1 32 Mean Difference (IV, Fixed,
95% CI)

-0.67 [-1.07, -0.27]

7 Mental state: 1. General - clinically
important change (no improvement)

11   Risk Ratio (M-H, Random,
95% CI)

Subtotals only

7.1 Short term 7 680 Risk Ratio (M-H, Random,
95% CI)

0.44 [0.21, 0.92]

7.2 Long term 5 501 Risk Ratio (M-H, Random,
95% CI)

0.81 [0.65, 1.02]

8 Mental state: 2a. General (average
total endpoint score BPRS, high =
poor)

8   Mean Difference (IV, Random,
95% CI)

Subtotals only

8.1 Short term 5 541 Mean Difference (IV, Random,
95% CI)

-5.09 [-8.44, -1.74]

8.2 Medium term 3 199 Mean Difference (IV, Random,
95% CI)

-2.57 [-5.73, 0.60]

8.3 Long term 3 175 Mean Difference (IV, Random,
95% CI)

-8.77 [-14.08,
-3.46]

9 Mental state: 2b. General (average
total endpoint score PANSS, high =
poor)

22   Mean Difference (IV, Random,
95% CI)

Subtotals only

9.1 Short term 11 962 Mean Difference (IV, Random,
95% CI)

-7.21 [-10.12,
-4.30]

9.2 Medium term 11 963 Mean Difference (IV, Random,
95% CI)

-3.68 [-6.12, -1.24]

9.3 Long term 12 1284 Mean Difference (IV, Random,
95% CI)

-3.74 [-6.46, -1.02]

10 Mental state: 2c. General (average
total endpoint score PsyRAT, high =
poor)

1   Mean Difference (IV, Fixed,
95% CI)

Subtotals only

10.1 Medium term 1 197 Mean Difference (IV, Fixed,
95% CI)

1.05 [-1.20, 3.30]

10.2 Long term 1 197 Mean Difference (IV, Fixed,
95% CI)

0.63 [-1.48, 2.74]

11 Mental state: 2d. General (average
total change score, various scales)

2   Mean Difference (IV, Fixed,
95% CI)

Subtotals only

11.1 CHOICE - short term 1 136 Mean Difference (IV, Fixed,
95% CI)

9.10 [1.74, 16.46]
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Outcome or subgroup title No. of studies No. of partici-
pants

Statistical method Effect size

11.2 CPRS - medium term 1 336 Mean Difference (IV, Fixed,
95% CI)

1.32 [-0.97, 3.61]

12 Mental state: 2e. General (average
total endpoint score SCL-90, high =
poor) - long term

    Other data No numeric data

13 Mental state: 3a. Specific - positive
symptoms (average endpoint score
PANSS subscale, high = poor)

22   Mean Difference (Random,
95% CI)

Subtotals only

13.1 Short term 11   Mean Difference (Random,
95% CI)

-3.11 [-4.97, -1.24]

13.2 Medium term 12   Mean Difference (Random,
95% CI)

-1.23 [-1.90, -0.55]

13.3 Long term 12   Mean Difference (Random,
95% CI)

-0.98 [-1.63, -0.34]

14 Mental state: 3b. Specific - positive
symptoms (average endpoint score
BPRS/SAPS, high = poor) - short term

2   Mean Difference (IV, Fixed,
95% CI)

Subtotals only

14.1 BPRS 1 48 Mean Difference (IV, Fixed,
95% CI)

-1.84 [-3.40, -0.27]

14.2 SAPS 1 64 Mean Difference (IV, Fixed,
95% CI)

-1.83 [-3.61, -0.05]

15 Mental state: 4a. Specific - halluci-
nation - clinically important change
(no improvement - < 3 point improve-
ment BPRS (hallucination severity
score))

1   Risk Ratio (M-H, Fixed, 95%
CI)

Subtotals only

15.1 Short term 1 65 Risk Ratio (M-H, Fixed, 95%
CI)

0.09 [0.03, 0.27]

15.2 Long term 1 65 Risk Ratio (M-H, Fixed, 95%
CI)

0.08 [0.03, 0.26]

16 Mental state: 4b. Specific - halluci-
nation (average endpoint score vari-
ous scales, high = poor)

6   Mean Difference (IV, Random,
95% CI)

Subtotals only

16.1 AHRS - short term 1 50 Mean Difference (IV, Random,
95% CI)

-3.60 [-6.74, -0.46]

16.2 PANSS - short term 1 60 Mean Difference (IV, Random,
95% CI)

-0.48 [-0.92, -0.04]

16.3 AHRS - medium term 2 128 Mean Difference (IV, Random,
95% CI)

-2.57 [-7.07, 1.93]
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Outcome or subgroup title No. of studies No. of partici-
pants

Statistical method Effect size

16.4 PANSS - medium term 1 197 Mean Difference (IV, Random,
95% CI)

-0.33 [-0.79, 0.13]

16.5 Malevolence - BAVQ - medium
term

1 29 Mean Difference (IV, Random,
95% CI)

1.0 [-5.26, 7.26]

16.6 Omniscience - BAVQ - medium
term

1 29 Mean Difference (IV, Random,
95% CI)

-0.90 [-3.47, 1.67]

16.7 VPD - medium term 1 29 Mean Difference (IV, Random,
95% CI)

-11.10 [-15.73,
-6.47]

16.8 AHRS - long term 1 78 Mean Difference (IV, Random,
95% CI)

-4.40 [-6.60, -2.20]

16.9 PANSS - long term 1 197 Mean Difference (IV, Random,
95% CI)

0.14 [-0.30, 0.58]

16.10 BPRS - long term 1 65 Mean Difference (IV, Random,
95% CI)

-2.82 [-3.74, -1.90]

17 Mental state: 4c. Specific - hallu-
cinations (average endpoint score,
PsyRATs, high = poor)

3   Mean Difference (Random,
95% CI)

Totals not select-
ed

17.1 Short term 2   Mean Difference (Random,
95% CI)

0.0 [0.0, 0.0]

17.2 Medium term 1   Mean Difference (Random,
95% CI)

0.0 [0.0, 0.0]

18 Mental state: 4d. Specific - halluci-
nations (average endpoint score var-
ious scales, high = poor) (skewed da-
ta)

    Other data No numeric data

18.1 PsyRATs - short term     Other data No numeric data

18.2 PsyRATs - long term     Other data No numeric data

18.3 BPRS - short term     Other data No numeric data

18.4 VCS - short term     Other data No numeric data

18.5 VCS - medium term     Other data No numeric data

19 Mental state: 5a. Specific - delu-
sions (average endpoint score,
PsyRATs , high = poor)) - short term

5   Mean Difference (Random,
95% CI)

-4.33 [-7.58, -1.08]

20 Mental state: 5b. Specific - delu-
sions (average endpoint score PANSS,
high = poor)

2   Mean Difference (IV, Fixed,
95% CI)

Subtotals only
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Outcome or subgroup title No. of studies No. of partici-
pants

Statistical method Effect size

20.1 Short term 1 60 Mean Difference (IV, Fixed,
95% CI)

-0.64 [-1.16, -0.12]

20.2 Medium term 1 197 Mean Difference (IV, Fixed,
95% CI)

-0.30 [-0.71, 0.11]

20.3 Long term 1 197 Mean Difference (IV, Fixed,
95% CI)

-0.10 [-0.53, 0.33]

21 Mental state: 5c. Specific - delu-
sions (average change score PsyRATs,
high = poor)

1   Mean Difference (IV, Fixed,
95% CI)

Subtotals only

21.1 Medium term 1 336 Mean Difference (IV, Fixed,
95% CI)

-0.43 [-1.82, 0.96]

22 Mental state: 5d. Specific - delu-
sions (average endpoint score
PsyRATS, high = poor) (skewed data)

    Other data No numeric data

22.1 Medium term     Other data No numeric data

22.2 Long term     Other data No numeric data

23 Mental state: 6a. Specific - neg-
ative symptoms (average endpoint
score, PANSS subscale, high = poor)

24   Mean Difference (Fixed, 95%
CI)

Subtotals only

23.1 Short term 12   Mean Difference (Fixed, 95%
CI)

-3.35 [-3.84, -2.85]

23.2 Medium term 13   Mean Difference (Fixed, 95%
CI)

-1.43 [-1.94, -0.93]

23.3 Long term 13   Mean Difference (Fixed, 95%
CI)

-1.47 [-1.94, -0.99]

24 Mental state: 6b. Specific - neg-
ative symptoms (average endpoint
score SANS, high = poor)

4   Mean Difference (IV, Random,
95% CI)

Subtotals only

24.1 Short term 4 231 Mean Difference (IV, Random,
95% CI)

-4.11 [-10.40, 2.17]

24.2 Long term 1 49 Mean Difference (IV, Random,
95% CI)

-1.07 [-3.29, 1.15]

25 Mental state: 6c. Specific - negative
symptoms (average endpoint score
NSRS, high = poor) - medium term

1 336 Mean Difference (IV, Fixed,
95% CI)

0.60 [-0.05, 1.25]

26 Mental state: 7a. Specific - affec-
tive symptoms (average enpoint
score, PANSS subscale, high = poor)

19   Mean Difference (Fixed, 95%
CI)

Subtotals only
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Outcome or subgroup title No. of studies No. of partici-
pants

Statistical method Effect size

26.1 Short term 10   Mean Difference (Fixed, 95%
CI)

-4.86 [-5.75, -3.96]

26.2 Medium term 10   Mean Difference (Fixed, 95%
CI)

-0.80 [-1.70, 0.09]

26.3 Long term 10   Mean Difference (Fixed, 95%
CI)

-1.00 [-1.82, -0.18]

27 Mental state: 8. Specific - distress
(average endpoint score PsyRATs/
SADS, high = poor)

3   Mean Difference (IV, Random,
95% CI)

Subtotals only

27.1 Short term 1 140 Mean Difference (IV, Random,
95% CI)

-1.10 [-1.77, -0.43]

27.2 Medium term 2 226 Mean Difference (IV, Random,
95% CI)

0.08 [-0.50, 0.66]

27.3 Long term 1 197 Mean Difference (IV, Random,
95% CI)

-0.10 [-0.47, 0.27]

28 Mental state: 9. Specific - anxi-
ety (average endpoint score various
scales, high = poor)

10   Mean Difference (IV, Fixed,
95% CI)

Subtotals only

28.1 BAI - short term 2 105 Mean Difference (IV, Fixed,
95% CI)

-0.32 [-5.40, 4.77]

28.2 SAS - short term 2 188 Mean Difference (IV, Fixed,
95% CI)

-6.21 [-7.36, -5.05]

28.3 HAMA - short term 1 75 Mean Difference (IV, Fixed,
95% CI)

-1.79 [-2.29, -1.29]

28.4 SCL-90 - short term 1 90 Mean Difference (IV, Fixed,
95% CI)

-1.43 [-1.53, -1.33]

28.5 BAI - medium term 2 108 Mean Difference (IV, Fixed,
95% CI)

-1.34 [-6.55, 3.87]

28.6 BAI - long term 3 335 Mean Difference (IV, Fixed,
95% CI)

1.50 [-1.19, 4.19]

28.7 HADS - long term 1 92 Mean Difference (IV, Fixed,
95% CI)

0.66 [-1.22, 2.54]

29 Mental state: 10a. Specific - de-
pression - clinically important change
(no improvement = reduction HAMD
score < 25%) - short term

1 68 Risk Ratio (M-H, Fixed, 95%
CI)

0.67 [0.21, 2.15]

30 Mental state: 10b. Specific - de-
pression (average endpoint score var-
ious scales, high = poor) - short term

7   Mean Difference (IV, Fixed,
95% CI)

Subtotals only
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30.1 BDI 2 78 Mean Difference (IV, Fixed,
95% CI)

-1.11 [-4.25, 2.03]

30.2 SDS 2 188 Mean Difference (IV, Fixed,
95% CI)

-3.29 [-4.40, -2.19]

30.3 HAMD 2 143 Mean Difference (IV, Fixed,
95% CI)

-4.95 [-6.69, -3.20]

30.4 SCL-90 1 90 Mean Difference (IV, Fixed,
95% CI)

-0.58 [-0.65, -0.51]

31 Mental state: 10c. Specific - de-
pression (average change score
MADRS, high = poor)

1   Mean Difference (IV, Fixed,
95% CI)

Subtotals only

31.1 Medium term 1 336 Mean Difference (IV, Fixed,
95% CI)

0.15 [-1.26, 1.56]

32 Mental state: 10d. Specific - de-
pression (average endpoint score var-
ious scales, high = poor) (skewed da-
ta)

    Other data No numeric data

32.1 CDS - short term     Other data No numeric data

32.2 CDS - medium term     Other data No numeric data

32.3 BDI - medium term     Other data No numeric data

32.4 HAMD - medium term     Other data No numeric data

32.5 MADRS - medium term     Other data No numeric data

32.6 BDI - long term     Other data No numeric data

32.7 CDS - long term     Other data No numeric data

32.8 HADS - long term     Other data No numeric data

32.9 HAMD - long term     Other data No numeric data

33 Mental state: 11a. Specific - self es-
teem (average endpoint score various
scales, high = good)

10   Mean Difference (IV, Random,
95% CI)

Subtotals only

33.1 RSES - short term 1 144 Mean Difference (IV, Random,
95% CI)

0.40 [-1.43, 2.23]

33.2 SES - short term 2 188 Mean Difference (IV, Random,
95% CI)

3.29 [2.43, 4.16]

33.3 RSCQ - short term 2 95 Mean Difference (IV, Random,
95% CI)

8.29 [-0.08, 16.66]
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33.4 GSES - short term 1 190 Mean Difference (IV, Random,
95% CI)

1.48 [0.05, 2.91]

33.5 RSES - medium term 1 144 Mean Difference (IV, Random,
95% CI)

0.90 [-0.79, 2.59]

33.6 RSCQ - medium term 1 66 Mean Difference (IV, Random,
95% CI)

0.40 [-7.46, 8.26]

33.7 SERS - medium term 1 35 Mean Difference (IV, Random,
95% CI)

16.90 [1.25, 32.55]

33.8 GSES - medium term 1 104 Mean Difference (IV, Random,
95% CI)

0.76 [0.53, 0.99]

33.9 RSES - long term 2 236 Mean Difference (IV, Random,
95% CI)

-0.33 [-1.79, 1.14]

33.10 RSCQ - long term 2 131 Mean Difference (IV, Random,
95% CI)

6.23 [-8.56, 21.03]

34 Mental state: 11b. Specific - self es-
teem (average endpoint score various
scales) - short term (skewed data)

    Other data No numeric data

34.1 SCS (high = good)     Other data No numeric data

34.2 positive self - BCSS (high = good)     Other data No numeric data

34.3 negative self - BCSS (high = poor)     Other data No numeric data

35 Mental state: 12a. Specific - in-
sight (average endpoint score various
scales, high = good)

4   Mean Difference (IV, Fixed,
95% CI)

Subtotals only

35.1 ITAQ - short term 1 75 Mean Difference (IV, Fixed,
95% CI)

4.92 [3.19, 6.65]

35.2 BCIS - medium term 1 65 Mean Difference (IV, Fixed,
95% CI)

1.33 [-1.24, 3.90]

35.3 ITAQ - medium term 1 74 Mean Difference (IV, Fixed,
95% CI)

-0.10 [-2.97, 2.77]

35.4 SRIS - long term 1 92 Mean Difference (IV, Fixed,
95% CI)

0.02 [-1.30, 1.34]

35.5 BCIS - long term 1 64 Mean Difference (IV, Fixed,
95% CI)

-0.54 [-3.70, 2.62]

35.6 ITAQ - long term 1 74 Mean Difference (IV, Fixed,
95% CI)

0.40 [-2.20, 3.00]
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36 Mental state: 12b. Specific - insight
(average endpoint score SAI, high =
good) - short term

3   Mean Difference (Fixed, 95%
CI)

Subtotals only

36.1 Short term 3   Mean Difference (Fixed, 95%
CI)

6.50 [5.84, 7.16]

36.2 Medium term 1   Mean Difference (Fixed, 95%
CI)

1.6 [-0.19, 3.39]

36.3 Long term 1   Mean Difference (Fixed, 95%
CI)

2.9 [0.96, 4.84]

37 Mental state: 12c. Specific - insight
(average change score SAI, high =
good)

1   Mean Difference (IV, Fixed,
95% CI)

Subtotals only

37.1 Medium term 1 336 Mean Difference (IV, Fixed,
95% CI)

-0.69 [-1.41, 0.03]

38 Mental state: 13. Specific - well-be-
ing (average endpoint score WEMWS,
high = good) - short term

2 170 Mean Difference (IV, Fixed,
95% CI)

4.08 [0.90, 7.26]

39 Mental state: 14a. Specific - vari-
ous other symptoms (average end-
point score various scales high =
poor)

6   Mean Difference (IV, Fixed,
95% CI)

Subtotals only

39.1 Psychotic symptom - SCL-90 -
short term

1 90 Mean Difference (IV, Fixed,
95% CI)

-0.58 [-0.72, -0.44]

39.2 Somatization - SCL-90 - short
term

1 90 Mean Difference (IV, Fixed,
95% CI)

-1.86 [-1.98, -1.74]

39.3 Sensitivity of interpersonal rela-
tionship - SCL-90 - short term

1 90 Mean Difference (IV, Fixed,
95% CI)

-1.10 [-1.19, -1.01]

39.4 Obsessive-compulsive - SCL-90 -
short term

1 90 Mean Difference (IV, Fixed,
95% CI)

-1.29 [-1.36, -1.22]

39.5 Hostility - SCL-90 - short term 1 90 Mean Difference (IV, Fixed,
95% CI)

-0.84 [1.00, -0.68]

39.6 Phobia - SCL-90 - short term 1 90 Mean Difference (IV, Fixed,
95% CI)

-0.51 [-0.61, -0.41]

39.7 Paranoia - SCL-90 - short term 1 90 Mean Difference (IV, Fixed,
95% CI)

-0.70 [-0.80, -0.60]

39.8 Paranoia - GPTS - short term 2 170 Mean Difference (IV, Fixed,
95% CI)

-13.32 [-22.97,
-3.68]

39.9 Worry - PSWQ - short term 1 141 Mean Difference (IV, Fixed,
95% CI)

-3.70 [-7.12, -0.28]

Cognitive behavioural therapy plus standard care versus standard care for people with schizophrenia (Review)

Copyright © 2018 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.

189



Cochrane
Library

Trusted evidence.
Informed decisions.
Better health.

 
 

Cochrane Database of Systematic Reviews

Outcome or subgroup title No. of studies No. of partici-
pants

Statistical method Effect size

39.10 Rumination - PTQ - short term 1 135 Mean Difference (IV, Fixed,
95% CI)

-5.40 [-8.96, -1.84]

39.11 Hopelessness - BHS - medium
term

2 232 Mean Difference (IV, Fixed,
95% CI)

-0.56 [-1.93, 0.82]

39.12 Hopelessness - BHS - long term 2 268 Mean Difference (IV, Fixed,
95% CI)

0.74 [-0.54, 2.01]

40 Mental state: 14b. Specific - vari-
ous other symptoms (average end-
point score SCL-90, high = poor) - long
term (skewed data)

    Other data No numeric data

40.1 anxiety     Other data No numeric data

40.2 depression     Other data No numeric data

40.3 psychotic symptom     Other data No numeric data

40.4 somatization     Other data No numeric data

40.5 sensitivity of interpersonal rela-
tionship

    Other data No numeric data

40.6 obsessive-compulsiive     Other data No numeric data

40.7 hostility     Other data No numeric data

40.8 paranoid     Other data No numeric data

40.9 phobia     Other data No numeric data

41 Adverse effect/event(s): 1a. Gener-
al - any adverse event

2 146 Risk Ratio (M-H, Fixed, 95%
CI)

0.44 [0.27, 0.72]

42 Adverse effect/event(s): 1b. Gen-
eral (average total endpoint score
TESS, high = poor) - medium term

2 109 Mean Difference (IV, Random,
95% CI)

0.24 [-1.43, 1.90]

43 Adverse effect/event(s): 2a. Specif-
ic - various effects

1   Risk Ratio (M-H, Fixed, 95%
CI)

Subtotals only

43.1 Drowsiness 1 78 Risk Ratio (M-H, Fixed, 95%
CI)

0.53 [0.05, 5.57]

43.2 Headache 1 78 Risk Ratio (M-H, Fixed, 95%
CI)

1.05 [0.07, 16.24]

43.3 Mild lactation 1 78 Risk Ratio (M-H, Fixed, 95%
CI)

0.15 [0.01, 2.81]

43.4 Opsomenorrhea 1 78 Risk Ratio (M-H, Fixed, 95%
CI)

0.21 [0.01, 4.24]
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44 Adverse effect/event(s): 2b. Specif-
ic - suicide attempt

2 323 Risk Ratio (M-H, Fixed, 95%
CI)

1.84 [0.84, 4.04]

45 Adverse effect/event(s): 2c. Specif-
ic - death

9 1341 Risk Ratio (M-H, Fixed, 95%
CI)

0.78 [0.38, 1.58]

45.1 Any cause 9 1341 Risk Ratio (M-H, Fixed, 95%
CI)

0.78 [0.38, 1.58]

46 Functioning: 1. General (average
endpoint score GAF, high = good)

6   Mean Difference (IV, Random,
95% CI)

Subtotals only

46.1 Short term 1 72 Mean Difference (IV, Random,
95% CI)

-0.68 [-5.82, 4.47]

46.2 Medium term 5 482 Mean Difference (IV, Random,
95% CI)

3.37 [-1.66, 8.41]

46.3 Long term 5 446 Mean Difference (IV, Random,
95% CI)

1.79 [-1.95, 5.53]

47 Functioning: 2a. Social (average
endpoint score ILSS, high = good)

1   Mean Difference (IV, Fixed,
95% CI)

Subtotals only

47.1 Medium term 1 61 Mean Difference (IV, Fixed,
95% CI)

0.04 [-0.02, 0.09]

47.2 Long term 1 63 Mean Difference (IV, Fixed,
95% CI)

0.05 [0.00, 0.11]

48 Functioning: 2b. Social (average
endpoint score SFS, high = good)

2   Mean Difference (IV, Fixed,
95% CI)

Subtotals only

48.1 Medium term 2 107 Mean Difference (IV, Fixed,
95% CI)

5.80 [1.85, 9.76]

48.2 Long term 2 103 Mean Difference (IV, Fixed,
95% CI)

6.88 [1.99, 11.76]

49 Functioning: 2c. Social (average
endpoint score SOFAS, high = good)

4   Mean Difference (IV, Fixed,
95% CI)

Subtotals only

49.1 Short term 1 48 Mean Difference (IV, Fixed,
95% CI)

0.98 [-4.40, 6.36]

49.2 Medium term 1 81 Mean Difference (IV, Fixed,
95% CI)

-1.0 [-8.02, 6.02]

49.3 Long term 2 295 Mean Difference (IV, Fixed,
95% CI)

0.56 [-2.64, 3.76]

50 Functioning: 2d. Social (average
endpoint score PSP, high = good)

2   Mean Difference (IV, Fixed,
95% CI)

Subtotals only
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50.1 Short term 2 92 Mean Difference (IV, Fixed,
95% CI)

7.96 [3.15, 12.78]

50.2 Medium term 2 92 Mean Difference (IV, Fixed,
95% CI)

7.23 [2.91, 11.55]

50.3 Long term 2 92 Mean Difference (IV, Fixed,
95% CI)

12.66 [8.65, 16.67]

51 Functioning: 2e. Social (average
endpoint score UPSA, high = good)

1   Mean Difference (IV, Fixed,
95% CI)

Subtotals only

51.1 Medium term 1 64 Mean Difference (IV, Fixed,
95% CI)

-0.01 [-0.10, 0.08]

51.2 Long term 1 58 Mean Difference (IV, Fixed,
95% CI)

0.02 [-0.07, 0.11]

52 Functioning: 3. Life skills (average
endpoint score LSP, high = poor)

1   Mean Difference (IV, Fixed,
95% CI)

Subtotals only

52.1 Long term 1 92 Mean Difference (IV, Fixed,
95% CI)

-3.32 [-8.40, 1.76]

53 Functioning: 4a. Cognitive - overall
(average total endpoint score WCST,
high = poor)

1   Mean Difference (IV, Fixed,
95% CI)

Subtotals only

53.1 Medium term 1 100 Mean Difference (IV, Fixed,
95% CI)

-0.30 [-8.89, 8.29]

53.2 Long term 1 100 Mean Difference (IV, Fixed,
95% CI)

-9.80 [-17.76,
-1.84]

54 Functioning: 4b. Cognitive - mem-
ory (average endpoint score WMS,
high = good)

1   Mean Difference (IV, Fixed,
95% CI)

Subtotals only

54.1 Short term 1 100 Mean Difference (IV, Fixed,
95% CI)

9.33 [1.54, 17.12]

55 Functioning: 4c. Cognitive - memo-
ry (average endpoint score CMS, high
= good)

1   Mean Difference (IV, Fixed,
95% CI)

Subtotals only

55.1 Medium term 1 100 Mean Difference (IV, Fixed,
95% CI)

0.40 [-7.42, 8.22]

55.2 Long term 1 100 Mean Difference (IV, Fixed,
95% CI)

0.90 [-6.24, 8.04]

56 Functioning: 4d. Cognitive - vari-
ous (average endpoint score MCCB,
high = poor) - medium term

1   Mean Difference (IV, Fixed,
95% CI)

Subtotals only
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56.1 Continuous performance 1 79 Mean Difference (IV, Fixed,
95% CI)

-44.10 [-52.40,
-35.80]

56.2 Mood management 1 79 Mean Difference (IV, Fixed,
95% CI)

-1.60 [-2.15, -1.05]

56.3 Sematic influencing 1 79 Mean Difference (IV, Fixed,
95% CI)

-2.40 [-4.63, -0.17]

56.4 Verbal memory 1 79 Mean Difference (IV, Fixed,
95% CI)

-2.80 [-5.06, -0.54]

56.5 Visual memory 1 79 Mean Difference (IV, Fixed,
95% CI)

-2.60 [-5.64, 0.44]

57 Functioning: 5. Intelligence (av-
erage endpoint score WAIS, high =
good)

2   Mean Difference (IV, Fixed,
95% CI)

Subtotals only

57.1 Short term 1 100 Mean Difference (IV, Fixed,
95% CI)

4.89 [-2.43, 12.21]

57.2 Medium term 1 80 Mean Difference (IV, Fixed,
95% CI)

11.83 [9.27, 14.39]

58 Functioning: 6. Disability (average
endpoint score WHODAS, high = poor)

1   Mean Difference (Fixed, 95%
CI)

-10.52 [-14.65,
-6.39]

59 Quality of life: 1a. General (average
total endpoint score various scales,
high = good) - short term

2   Mean Difference (IV, Fixed,
95% CI)

Subtotals only

59.1 QLS 1 48 Mean Difference (IV, Fixed,
95% CI)

-1.90 [-10.63, 6.83]

59.2 WHOQOL-BREF 1 28 Mean Difference (IV, Fixed,
95% CI)

6.64 [-1.36, 14.64]

60 Quality of life: 1b. General (average
total endpoint score various scales,
high = good) - medium term

1   Mean Difference (IV, Fixed,
95% CI)

Subtotals only

60.1 WHOQOL-BREF 1 28 Mean Difference (IV, Fixed,
95% CI)

8.20 [0.66, 15.74]

61 Quality of life: 1c. General (average
total endpoint score various scales,
high = good) - long term

4   Mean Difference (IV, Fixed,
95% CI)

Subtotals only

61.1 QLS 1 71 Mean Difference (IV, Fixed,
95% CI)

-3.60 [-11.32, 4.12]

61.2 GQOLI-74 1 80 Mean Difference (IV, Fixed,
95% CI)

2.82 [1.62, 4.02]
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61.3 WHOQOL-BREF 1 28 Mean Difference (IV, Fixed,
95% CI)

8.85 [1.01, 16.69]

61.4 EuroQOL 1 190 Mean Difference (IV, Fixed,
95% CI)

-4.50 [-10.65, 1.65]

62 Quality of life: 1d. General (aver-
age total endpoint score SQLS, high =
poor)

1   Mean Difference (IV, Random,
95% CI)

Subtotals only

62.1 Medium term 1 104 Mean Difference (IV, Random,
95% CI)

-29.5 [-40.28,
-18.72]

63 Quality of life: 2a. Specific - phys-
ical (average endpoint score WHO-
QOL-BREF, high = good)

2   Mean Difference (IV, Fixed,
95% CI)

Subtotals only

63.1 Short term 1 28 Mean Difference (IV, Fixed,
95% CI)

1.71 [-1.01, 4.43]

63.2 Medium term 2 109 Mean Difference (IV, Fixed,
95% CI)

2.60 [0.20, 5.00]

63.3 Long term 1 28 Mean Difference (IV, Fixed,
95% CI)

2.71 [0.11, 5.31]

64 Quality of life: 2b. Specific -
physical (average endpoint score
GQOLI-74, high = good)

1   Mean Difference (IV, Fixed,
95% CI)

Subtotals only

64.1 Long term 1 80 Mean Difference (IV, Fixed,
95% CI)

13.69 [9.62, 17.76]

65 Quality of life: 3a. Specific - psy-
chological (average endpoint score
WHOQOL-BREF, high = good)

2   Mean Difference (IV, Fixed,
95% CI)

Subtotals only

65.1 Short term 1 28 Mean Difference (IV, Fixed,
95% CI)

2.22 [0.28, 4.16]

65.2 Medium term 2 109 Mean Difference (IV, Fixed,
95% CI)

2.52 [0.71, 4.33]

65.3 Long term 1 28 Mean Difference (IV, Fixed,
95% CI)

2.37 [0.56, 4.18]

66 Quality of life: 3b. Specific - psy-
chological (average endpoint score
GQOL-74, high = good)

1   Mean Difference (IV, Fixed,
95% CI)

Subtotals only

66.1 Long term 1 80 Mean Difference (IV, Fixed,
95% CI)

17.03 [13.07,
20.99]
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67 Quality of life: 3c. Specific - psy-
chological (average endpoint score
SQLS, high = poor)

1   Mean Difference (IV, Fixed,
95% CI)

Subtotals only

67.1 Medium term 1 50 Mean Difference (IV, Fixed,
95% CI)

-1.26 [-5.19, 2.67]

68 Quality of life: 4a. Specific - vari-
ous other aspects (average endpoint
score WHQOL-BREF, high = good) -
short term

1   Mean Difference (IV, Fixed,
95% CI)

Subtotals only

68.1 Environment 1 28 Mean Difference (IV, Fixed,
95% CI)

1.82 [-1.71, 5.35]

68.2 Social relationship 1 28 Mean Difference (IV, Fixed,
95% CI)

0.87 [-0.62, 2.36]

69 Quality of life: 4b. Specific - vari-
ous other aspects (average endpoint
score various scales, high = good) -
medium term

3   Mean Difference (IV, Fixed,
95% CI)

Subtotals only

69.1 Environment (WHOQOL-BREF) 2 109 Mean Difference (IV, Fixed,
95% CI)

2.56 [-0.21, 5.34]

69.2 Physical functioning (SF-36) 1 89 Mean Difference (IV, Fixed,
95% CI)

22.30 [17.65,
26.95]

69.3 Role emotional (SF-36) 1 89 Mean Difference (IV, Fixed,
95% CI)

26.9 [19.74, 34.06]

69.4 Role physical (SF-36) 1 89 Mean Difference (IV, Fixed,
95% CI)

31.20 [25.94,
36.46]

69.5 Social relationship (WHO-
QOL-BREF)

2 109 Mean Difference (IV, Fixed,
95% CI)

0.90 [-0.60, 2.39]

70 Quality of life: 4c. Specific - vari-
ous other aspects (average endpoint
score various scales, high = good) -
long term

2   Mean Difference (IV, Fixed,
95% CI)

Subtotals only

70.1 Environment (WHOQOL-BREF) 1 28 Mean Difference (IV, Fixed,
95% CI)

2.76 [-0.31, 5.83]

70.2 Social function (GQOLI-74) 1 80 Mean Difference (IV, Fixed,
95% CI)

16.19 [11.72,
20.66]

70.3 Social relationship (WHO-
QOL-BREF)

1 28 Mean Difference (IV, Fixed,
95% CI)

1.02 [-0.55, 2.59]

71 Quality of life: 4d. Specific - vari-
ous aspects (average endpoint score

3   Mean Difference (IV, Fixed,
95% CI)

Subtotals only
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various scales, high = poor) - medium
term

71.1 Insight / treatment attitude
(SQLS)

1 50 Mean Difference (IV, Fixed,
95% CI)

3.14 [1.96, 4.32]

71.2 Motivation / vitality (SQLS) 2 154 Mean Difference (IV, Fixed,
95% CI)

-3.43 [-5.45, -1.40]

71.3 Social function (SDSS) 1 59 Mean Difference (IV, Fixed,
95% CI)

-1.51 [-2.34, -0.68]

71.4 Symptoms / side effects (SQLS) 1 50 Mean Difference (IV, Fixed,
95% CI)

-0.25 [-2.76, 2.26]

72 Quality of life: 5a. Specific - psy-
chological (average endpoint score
SQLS, high = poor) - medium term
(skewed data)

    Other data No numeric data

73 Quality of life: 5b. Specific - role
functioning (average endpoint score
QLS, high = good) - long term (skewed
data)

    Other data No numeric data

74 Quality of life: 5c. Specific - symp-
toms/side effects (average endpoint
score SQLS, high = poor) - medium
term (skewed data)

    Other data No numeric data

75 Satisfaction with treatment: 1.
Leaving the study early - for any rea-
son

35   Risk Ratio (M-H, Fixed, 95%
CI)

Subtotals only

75.1 Short term 12 1214 Risk Ratio (M-H, Fixed, 95%
CI)

1.02 [0.77, 1.35]

75.2 Medium term 11 1402 Risk Ratio (M-H, Fixed, 95%
CI)

0.91 [0.74, 1.11]

75.3 Long term 19 1945 Risk Ratio (M-H, Fixed, 95%
CI)

0.93 [0.77, 1.12]

76 Engagement with services: 1a.
Compliance to medication

6   Risk Ratio (M-H, Random,
95% CI)

Subtotals only

76.1 Short term 4 261 Risk Ratio (M-H, Random,
95% CI)

1.45 [0.81, 2.60]

76.2 Medium term 2 128 Risk Ratio (M-H, Random,
95% CI)

1.23 [1.02, 1.49]

76.3 Long term 2 148 Risk Ratio (M-H, Random,
95% CI)

1.35 [1.10, 1.65]
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Outcome or subgroup title No. of studies No. of partici-
pants

Statistical method Effect size

77 Engagement with services: 1b. Re-
fusing treatment

2   Risk Ratio (M-H, Fixed, 95%
CI)

Subtotals only

77.1 Short term 2 190 Risk Ratio (M-H, Fixed, 95%
CI)

0.49 [0.18, 1.38]

78 Engagement with services: 1c.
Compliance with medication (av-
erage endpoint score MARS, high =
good)

2   Mean Difference (IV, Fixed,
95% CI)

Subtotals only

78.1 Medium term 1 81 Mean Difference (IV, Fixed,
95% CI)

-0.60 [-1.41, 0.21]

78.2 Long term 1 90 Mean Difference (IV, Fixed,
95% CI)

38.02 [33.48,
42.56]

 
 

Analysis 1.1.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE
versus STANDARD CARE ALONE, Outcome 1 Global state: 1a. Relapse.

Study or subgroup CBT+ stan-
dard care

Standard care Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Random, 95% CI   M-H, Random, 95% CI

1.1.1 Short term  

Tarrier 1999 0/33 4/28 35.81% 0.09[0.01,1.69]

Zou 2013 1/15 3/16 64.19% 0.36[0.04,3.05]

Subtotal (95% CI) 48 44 100% 0.22[0.04,1.24]

Total events: 1 (CBT+ standard care), 7 (Standard care)  

Heterogeneity: Tau2=0; Chi2=0.55, df=1(P=0.46); I2=0%  

Test for overall effect: Z=1.71(P=0.09)  

   

1.1.2 Medium term  

Barrowclough 2001 6/18 12/18 18.26% 0.5[0.24,1.04]

Gleeson 2009 2/41 8/40 4.41% 0.24[0.06,1.08]

Pan 2012 1/34 4/34 2.13% 0.25[0.03,2.12]

Qiu 2014b 7/30 15/30 17.75% 0.47[0.22,0.98]

Tuikington 2002 36/257 38/165 57.45% 0.61[0.4,0.92]

Subtotal (95% CI) 380 287 100% 0.53[0.39,0.72]

Total events: 52 (CBT+ standard care), 77 (Standard care)  

Heterogeneity: Tau2=0; Chi2=2.1, df=4(P=0.72); I2=0%  

Test for overall effect: Z=4.01(P<0.0001)  

   

1.1.3 Long term  

Barrowclough 2001 7/18 12/18 7.96% 0.58[0.3,1.13]

Barrowclough 2010 64/164 62/163 15.07% 1.03[0.78,1.35]

Barrowclough 2014 11/75 7/35 5.77% 0.73[0.31,1.73]

Cao 2014 5/40 17/40 5.44% 0.29[0.12,0.72]

Garety 2008 27/133 23/140 10.51% 1.24[0.75,2.04]

Grawe 2006 14/30 13/20 10.57% 0.72[0.44,1.18]

Gumley 2003 13/72 25/72 9.13% 0.52[0.29,0.93]
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Study or subgroup CBT+ stan-
dard care

Standard care Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Random, 95% CI   M-H, Random, 95% CI

Guo 2015 3/32 4/32 2.65% 0.75[0.18,3.09]

Lewis 2002 55/101 52/102 15.33% 1.07[0.82,1.39]

Pan 2012 3/34 8/34 3.31% 0.38[0.11,1.29]

Qian 2012 5/45 9/45 4.55% 0.56[0.2,1.53]

Tarrier 1999 16/33 9/28 8.26% 1.51[0.79,2.87]

Wang 2015 1/16 7/16 1.46% 0.14[0.02,1.03]

Subtotal (95% CI) 793 745 100% 0.78[0.61,1]

Total events: 224 (CBT+ standard care), 248 (Standard care)  

Heterogeneity: Tau2=0.09; Chi2=25.21, df=12(P=0.01); I2=52.4%  

Test for overall effect: Z=1.95(P=0.05)  

Test for subgroup differences: Chi2=5.28, df=1 (P=0.07), I2=62.09%  

Favours CBT+ standard care 1000.01 100.1 1 Favours standard care

 
 

Analysis 1.2.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus
STANDARD CARE ALONE, Outcome 2 Global state: 1b. Relapse (skewed data).

Global state: 1b. Relapse (skewed data)

Study Interventions Mean SD N

Medium term

Barrowclough 2010 CBT + standard care 0.3 0.58 161

Barrowclough 2010 Standard care 0.27 0.54 161

Long term

Barrowclough 2010 CBT + standard care 0.27 0.55 161

Barrowclough 2010 Standard care 0.23 0.45 159

 
 

Analysis 1.3.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE,
Outcome 3 Global state: 2. Clinically important change (no improvement) - defined by individual studies.

Study or subgroup CBT+ stan-
dard care

Standard care Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Fixed, 95% CI   M-H, Fixed, 95% CI

1.3.1 Short term  

Edwards 2011 13/23 14/25 100% 1.01[0.61,1.66]

Subtotal (95% CI) 23 25 100% 1.01[0.61,1.66]

Total events: 13 (CBT+ standard care), 14 (Standard care)  

Heterogeneity: Not applicable  

Test for overall effect: Z=0.04(P=0.97)  

   

1.3.2 Long term  

Grawe 2006 14/30 15/20 60% 0.62[0.39,0.98]

Wang 2015 6/16 12/16 40% 0.5[0.25,1]

Subtotal (95% CI) 46 36 100% 0.57[0.39,0.84]

Total events: 20 (CBT+ standard care), 27 (Standard care)  

Heterogeneity: Tau2=0; Chi2=0.27, df=1(P=0.6); I2=0%  

Test for overall effect: Z=2.82(P=0)  

Test for subgroup differences: Chi2=3.08, df=1 (P=0.08), I2=67.58%  
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Analysis 1.4.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus
STANDARD CARE ALONE, Outcome 4 Global state: 3a. Rehospitalisation.

Study or subgroup CBT+ stan-
dard care

Standard care Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Fixed, 95% CI   M-H, Fixed, 95% CI

1.4.1 Short term  

Freeman 2014 1/15 1/15 100% 1[0.07,14.55]

Subtotal (95% CI) 15 15 100% 1[0.07,14.55]

Total events: 1 (CBT+ standard care), 1 (Standard care)  

Heterogeneity: Not applicable  

Test for overall effect: Not applicable  

   

1.4.2 Long term  

Barrowclough 2014 8/75 5/35 8.34% 0.75[0.26,2.12]

Fowler 2009 6/35 4/42 4.45% 1.8[0.55,5.88]

Grawe 2006 10/30 10/20 14.67% 0.67[0.34,1.3]

Gumley 2003 11/72 19/72 23.24% 0.58[0.3,1.13]

Guo 2015 0/32 3/32 4.28% 0.14[0.01,2.66]

Lewis 2002 33/101 37/102 45.02% 0.9[0.62,1.32]

Subtotal (95% CI) 345 303 100% 0.79[0.6,1.04]

Total events: 68 (CBT+ standard care), 78 (Standard care)  

Heterogeneity: Tau2=0; Chi2=4.73, df=5(P=0.45); I2=0%  

Test for overall effect: Z=1.71(P=0.09)  

Test for subgroup differences: Chi2=0.03, df=1 (P=0.86), I2=0%  

Favours CBT+ standard care 1000.01 100.1 1 Favours standard care

 
 

Analysis 1.5.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE
ALONE, Outcome 5 Global state: 3b. Hospitalisation - number of admissions (skewed data).

Global state: 3b. Hospitalisation - number of admissions (skewed data)

Study Interventions Mean SD N

Medium term

Barrowclough 2010 CBT + standard care 0.22 0.58 163

Barrowclough 2010 Standard care 0.22 0.63 162

Long term

Barrowclough 2010 CBT + standard care 0.27 0.65 162

Barrowclough 2010 Standard care 0.19 0.49 159

 
 

Analysis 1.6.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD
CARE ALONE, Outcome 6 Global state: 4. Average endpoint total score CGI, high = poor.

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

1.6.1 Short term  

Chen 2015 25 4.5 (1.2) 25 4.8 (1) 25.77% -0.3[-0.91,0.31]

Edwards 2011 23 3.2 (0.7) 25 3.4 (0.8) 55.22% -0.2[-0.62,0.21]

Wang 2015 15 4.1 (0.9) 15 4.7 (1.1) 19.01% -0.66[-1.37,0.05]

Subtotal *** 63   65   100% -0.32[-0.63,-0.01]

Favours CBT+ standard care 21-2 -1 0 Favours standard care
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Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

Heterogeneity: Tau2=0; Chi2=1.17, df=2(P=0.56); I2=0%  

Test for overall effect: Z=1.99(P=0.05)  

   

1.6.2 Medium term  

Chen 2015 25 4.3 (1.1) 25 4.7 (1) 39.74% -0.4[-0.98,0.18]

Wang 2015 15 3.7 (0.6) 15 4.3 (0.7) 60.26% -0.6[-1.07,-0.13]

Subtotal *** 40   40   100% -0.52[-0.89,-0.15]

Heterogeneity: Tau2=0; Chi2=0.27, df=1(P=0.6); I2=0%  

Test for overall effect: Z=2.78(P=0.01)  

   

1.6.3 Long term  

Wang 2015 16 3.3 (0.5) 16 4 (0.7) 100% -0.67[-1.07,-0.27]

Subtotal *** 16   16   100% -0.67[-1.07,-0.27]

Heterogeneity: Tau2=0; Chi2=0, df=0(P<0.0001); I2=100%  

Test for overall effect: Z=3.29(P=0)  

Test for subgroup differences: Chi2=1.98, df=1 (P=0.37), I2=0%  

Favours CBT+ standard care 21-2 -1 0 Favours standard care

 
 

Analysis 1.7.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE
ALONE, Outcome 7 Mental state: 1. General - clinically important change (no improvement).

Study or subgroup CBT+ stan-
dard care

Standard care Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Random, 95% CI   M-H, Random, 95% CI

1.7.1 Short term  

Jia 2005 1/22 4/38 8.08% 0.43[0.05,3.62]

Jiao 2014 2/60 8/60 11.98% 0.25[0.06,1.13]

Ma 2016 4/95 28/95 16.41% 0.14[0.05,0.39]

Qiu 2014b 3/30 5/30 13.36% 0.6[0.16,2.29]

Tarrier 1999 22/33 25/28 22.68% 0.75[0.57,0.98]

Wang 2008 4/45 4/44 13.51% 0.98[0.26,3.67]

Zhao 2013 3/50 8/50 13.98% 0.38[0.11,1.33]

Subtotal (95% CI) 335 345 100% 0.44[0.21,0.92]

Total events: 39 (CBT+ standard care), 82 (Standard care)  

Heterogeneity: Tau2=0.62; Chi2=20.26, df=6(P=0); I2=70.39%  

Test for overall effect: Z=2.17(P=0.03)  

   

1.7.2 Long term  

Durham 2003 19/22 20/21 31.63% 0.91[0.75,1.1]

Garety 2008 11/133 21/140 8.41% 0.55[0.28,1.1]

Guo 2015 12/32 19/32 12.43% 0.63[0.37,1.07]

Kuipers 1997 14/28 22/32 16.01% 0.73[0.47,1.13]

Tarrier 1999 28/33 25/28 31.52% 0.95[0.78,1.15]

Subtotal (95% CI) 248 253 100% 0.81[0.65,1.02]

Total events: 84 (CBT+ standard care), 107 (Standard care)  

Heterogeneity: Tau2=0.03; Chi2=9.1, df=4(P=0.06); I2=56.06%  

Test for overall effect: Z=1.79(P=0.07)  

Test for subgroup differences: Chi2=2.45, df=1 (P=0.12), I2=59.13%  
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Analysis 1.8.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE
ALONE, Outcome 8 Mental state: 2a. General (average total endpoint score BPRS, high = poor).

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

1.8.1 Short term  

England 2007 44 36.9 (9.6) 21 50.1 (7.8) 17.31% -13.2[-17.58,-8.82]

Jiao 2014 60 20.6 (6.2) 60 23.2 (5.1) 22.55% -2.63[-4.66,-0.6]

Ma 2016 95 37.6 (8.4) 95 44.2 (11.5) 20.85% -6.66[-9.52,-3.8]

Pan 2012 34 42.8 (9.2) 34 45.3 (9.3) 17.27% -2.5[-6.9,1.9]

Zhao 2013 50 20.7 (6.4) 48 22.5 (5.2) 22.01% -1.77[-4.08,0.54]

Subtotal *** 283   258   100% -5.09[-8.44,-1.74]

Heterogeneity: Tau2=11.9; Chi2=26.08, df=4(P<0.0001); I2=84.66%  

Test for overall effect: Z=2.98(P=0)  

   

1.8.2 Medium term  

Gleeson 2009 41 34.3 (8.4) 40 35 (9.8) 36.16% -0.7[-4.68,3.28]

Kuipers 1997 25 21.2 (7.3) 27 22.9 (6.2) 39.25% -1.7[-5.4,2]

Startup 2004 34 30.2 (10) 32 36.9 (12.1) 24.59% -6.7[-12.07,-1.33]

Subtotal *** 100   99   100% -2.57[-5.73,0.6]

Heterogeneity: Tau2=3.09; Chi2=3.3, df=2(P=0.19); I2=39.33%  

Test for overall effect: Z=1.59(P=0.11)  

   

1.8.3 Long term  

England 2007 44 36.3 (10.1) 21 50.1 (8.7) 33.24% -13.8[-18.57,-9.03]

Kuipers 1997 23 18.8 (8.2) 24 23.5 (7.4) 34.35% -4.72[-9.19,-0.25]

Startup 2004 33 28.2 (9) 30 36.1 (11) 32.41% -7.9[-12.89,-2.91]

Subtotal *** 100   75   100% -8.77[-14.08,-3.46]

Heterogeneity: Tau2=16.17; Chi2=7.53, df=2(P=0.02); I2=73.44%  

Test for overall effect: Z=3.24(P=0)  

Test for subgroup differences: Chi2=4.03, df=1 (P=0.13), I2=50.37%  

Favours CBT+ standard care 2010-20 -10 0 Favours standard care

 
 

Analysis 1.9.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE
ALONE, Outcome 9 Mental state: 2b. General (average total endpoint score PANSS, high = poor).

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

1.9.1 Short term  

Chen 2015 25 55.1 (9.8) 25 58.2 (10.1) 8.43% -3.1[-8.62,2.42]

Freeman 2015 68 71.5 (15.4) 71 76.3 (16.7) 8.59% -4.8[-10.14,0.54]

Guo 2015 32 53.9 (10.9) 32 59.4 (13.2) 8.05% -5.5[-11.43,0.43]

Jia 2005 22 51.1 (7) 38 60.2 (6.2) 10.26% -9.12[-12.65,-5.59]

Lewis 2002 78 61.7 (19.7) 60 64.4 (16.8) 7.9% -2.65[-8.74,3.44]

Li 2013a 60 44.2 (12.2) 58 60.7 (13.7) 9.21% -16.54[-21.22,-11.86]

Qiu 2014b 30 48.1 (7.4) 29 57.7 (6.5) 10.24% -9.65[-13.2,-6.1]

Sun 2014 50 48.2 (5.8) 50 50.1 (5.1) 11.34% -1.89[-4.03,0.25]

Wang 2008 43 44.2 (7.3) 41 49.4 (8.4) 10.4% -5.2[-8.57,-1.83]

Wang 2015 15 57.1 (12.9) 15 65.7 (10.6) 6% -8.6[-17.03,-0.17]

Zhao 2014 60 43.2 (12.4) 60 55.4 (11.5) 9.58% -12.2[-16.48,-7.92]

Favours CBT+ standard care 2010-20 -10 0 Favours standard care

Cognitive behavioural therapy plus standard care versus standard care for people with schizophrenia (Review)

Copyright © 2018 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.

201



Cochrane
Library

Trusted evidence.
Informed decisions.
Better health.

 
 

Cochrane Database of Systematic Reviews

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Subtotal *** 483   479   100% -7.21[-10.12,-4.3]

Heterogeneity: Tau2=18.25; Chi2=51.61, df=10(P<0.0001); I2=80.62%  

Test for overall effect: Z=4.86(P<0.0001)  

   

1.9.2 Medium term  

Barrowclough 2001 17 56.8 (14.2) 15 63.4 (18) 3.57% -6.6[-17.93,4.73]

Barrowclough 2010 137 57.8 (14.1) 137 55.3 (13) 12.31% 2.52[-0.69,5.73]

Birchwood 2014 98 59.9 (14.2) 99 63.9 (16.3) 10.58% -4.09[-8.36,0.18]

Chen 2015 25 53.6 (8.9) 25 57.7 (9.4) 9.32% -4.1[-9.17,0.97]

Granholm 2005 32 51.6 (11) 33 52.2 (14.2) 7.82% -0.6[-6.76,5.56]

Guo 2015 32 51 (11.1) 32 57.3 (11.9) 8.52% -6.3[-11.94,-0.66]

Hu 2013 40 46.9 (3.9) 39 47.8 (4.3) 14.4% -0.9[-2.71,0.91]

Li 2014 38 57.6 (12.7) 40 61 (11.2) 8.96% -3.4[-8.72,1.92]

Qiu 2014b 30 34.3 (7.6) 29 43.8 (8.2) 10.95% -9.56[-13.6,-5.52]

Tarrier 2014 17 47.9 (11.9) 18 53.9 (12.8) 5.66% -6[-14.18,2.18]

Wang 2015 15 49.5 (8.8) 15 56.3 (8.2) 7.91% -6.8[-12.89,-0.71]

Subtotal *** 481   482   100% -3.68[-6.12,-1.24]

Heterogeneity: Tau2=9.88; Chi2=30.35, df=10(P=0); I2=67.05%  

Test for overall effect: Z=2.96(P=0)  

   

1.9.3 Long term  

Barrowclough 2001 17 52.2 (11.1) 17 58.5 (15) 5.48% -6.3[-15.19,2.59]

Barrowclough 2010 129 54.6 (14.7) 118 51.9 (11.6) 11.05% 2.71[-0.58,6]

Birchwood 2014 98 61.5 (15.5) 99 63 (16.9) 9.66% -1.49[-6.02,3.04]

Durham 2003 21 87 (23.1) 17 88.8 (18) 3.27% -1.8[-14.87,11.27]

Farhall 2009 45 50.4 (10.7) 47 50.5 (10.6) 9.85% -0.13[-4.48,4.22]

Fowler 2009 33 50.4 (10.1) 38 50.5 (9.2) 9.66% -0.1[-4.62,4.42]

Garety 2008 111 57 (14.7) 113 59.4 (16.6) 10.13% -2.43[-6.54,1.68]

Granholm 2005 31 52.9 (17.9) 33 55.2 (13.5) 6.33% -2.3[-10.11,5.51]

Guo 2015 32 48.1 (11.9) 32 57.6 (12.9) 7.95% -9.5[-15.58,-3.42]

Lewis 2002 75 58.8 (15.4) 70 66.4 (18.1) 8.59% -7.55[-13.02,-2.07]

Li 2014 38 50.1 (10.7) 40 59.5 (10.4) 9.47% -9.4[-14.09,-4.71]

Wang 2015 15 46.1 (5.8) 15 55.3 (9.2) 8.57% -9.14[-14.64,-3.64]

Subtotal *** 645   639   100% -3.74[-6.46,-1.02]

Heterogeneity: Tau2=14.68; Chi2=34.88, df=11(P=0); I2=68.46%  

Test for overall effect: Z=2.69(P=0.01)  

Test for subgroup differences: Chi2=4.01, df=1 (P=0.13), I2=50.12%  

Favours CBT+ standard care 2010-20 -10 0 Favours standard care

 
 

Analysis 1.10.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE
ALONE, Outcome 10 Mental state: 2c. General (average total endpoint score PsyRAT, high = poor).

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

1.10.1 Medium term  

Birchwood 2014 98 29.1 (7.6) 99 28.1 (8.6) 100% 1.05[-1.2,3.3]

Subtotal *** 98   99   100% 1.05[-1.2,3.3]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.91(P=0.36)  
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Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

   

1.10.2 Long term  

Birchwood 2014 98 28.6 (5.9) 99 28 (8.9) 100% 0.63[-1.48,2.74]

Subtotal *** 98   99   100% 0.63[-1.48,2.74]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.59(P=0.56)  

Test for subgroup differences: Chi2=0.07, df=1 (P=0.79), I2=0%  

Favours CBT+ standard care 2010-20 -10 0 Favours standard care

 
 

Analysis 1.11.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE
ALONE, Outcome 11 Mental state: 2d. General (average total change score, various scales).

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

1.11.1 CHOICE - short term  

Freeman 2015 66 61.6 (21.4) 70 52.5 (22.4) 100% 9.1[1.74,16.46]

Subtotal *** 66   70   100% 9.1[1.74,16.46]

Heterogeneity: Not applicable  

Test for overall effect: Z=2.42(P=0.02)  

   

1.11.2 CPRS - medium term  

Tuikington 2002 211 5 (10.3) 125 3.6 (10.4) 100% 1.32[-0.97,3.61]

Subtotal *** 211   125   100% 1.32[-0.97,3.61]

Heterogeneity: Not applicable  

Test for overall effect: Z=1.13(P=0.26)  

Test for subgroup differences: Chi2=3.91, df=1 (P=0.05), I2=74.43%  

Favours CBT+ standard care 2010-20 -10 0 Favours standard care]

 
 

Analysis 1.12.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE,
Outcome 12 Mental state: 2e. General (average total endpoint score SCL-90, high = poor) - long term.

Mental state: 2e. General (average total endpoint score SCL-90, high = poor) - long term

Study Interventions Mean SD N

Li 2015a CBT + standard care 48.00 18.04 48

Li 2015a Standard care 53.91 34.31 44

 
 

Analysis 1.13.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE, Outcome
13 Mental state: 3a. Specific - positive symptoms (average endpoint score PANSS subscale, high = poor).

Study or subgroup CBT+ stan-
dard care

Stan-
dard care

Mean Dif-
ference

Mean Difference Weight Mean Difference

  N N (SE) IV, Random, 95% CI   IV, Random, 95% CI

1.13.1 Short term  

Barrowclough 2014 0 0 -0.4 (1.203) 8.93% -0.39[-2.75,1.97]

Chen 2014 0 0 -0.9 (1.105) 9.13% -0.9[-3.06,1.26]

Guo 2015 0 0 -1.2 (1.039) 9.26% -1.2[-3.24,0.84]
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Study or subgroup CBT+ stan-
dard care

Stan-
dard care

Mean Dif-
ference

Mean Difference Weight Mean Difference

  N N (SE) IV, Random, 95% CI   IV, Random, 95% CI

Habib 2015 0 0 -10.7 (0.969) 9.4% -10.7[-12.6,-8.8]

Jia 2005 0 0 -2.4 (0.543) 10.07% -2.36[-3.43,-1.29]

Lewis 2002 0 0 -0.4 (0.895) 9.54% -0.37[-2.12,1.38]

Li 2013a 0 0 -5.6 (0.7) 9.86% -5.65[-7.02,-4.28]

Naeem 2016 0 0 -4.3 (1.725) 7.76% -4.32[-7.7,-0.94]

Qiu 2014b 0 0 -4.2 (1.255) 8.82% -4.21[-6.67,-1.75]

Wang 2008 0 0 -1.4 (1.252) 8.82% -1.4[-3.85,1.05]

Wang 2015 0 0 -2.5 (1.437) 8.41% -2.53[-5.35,0.29]

Subtotal (95% CI)       100% -3.11[-4.97,-1.24]

Heterogeneity: Tau2=8.68; Chi2=101.31, df=10(P<0.0001); I2=90.13%  

Test for overall effect: Z=3.27(P=0)  

   

1.13.2 Medium term  

Barrowclough 2001 0 0 -2.7 (1.81) 3.32% -2.72[-6.27,0.83]

Barrowclough 2010 0 0 0 (0.617) 17.42% 0.03[-1.18,1.24]

Barrowclough 2014 0 0 -1.2 (1.206) 6.77% -1.24[-3.6,1.12]

Birchwood 2014 0 0 -1.8 (0.718) 14.53% -1.79[-3.2,-0.38]

Chen 2015 0 0 -1.1 (1.075) 8.15% -1.1[-3.21,1.01]

Granholm 2005 0 0 0.3 (1.246) 6.41% 0.3[-2.14,2.74]

Guo 2015 0 0 -0.6 (1.078) 8.12% -0.6[-2.71,1.51]

Hu 2013 0 0 0.1 (1.092) 7.96% 0.1[-2.04,2.24]

Qiu 2014b 0 0 -3.1 (1.06) 8.33% -3.1[-5.18,-1.02]

Rector 2003 0 0 -1.9 (1.778) 3.43% -1.9[-5.38,1.58]

Tarrier 2014 0 0 -2.5 (1.517) 4.56% -2.5[-5.47,0.47]

Wang 2015 0 0 -2.3 (0.883) 10.98% -2.27[-4,-0.54]

Subtotal (95% CI)       100% -1.23[-1.9,-0.55]

Heterogeneity: Tau2=0.3; Chi2=14.1, df=11(P=0.23); I2=21.97%  

Test for overall effect: Z=3.56(P=0)  

   

1.13.3 Long term  

Barrowclough 2001 0 0 0.9 (1.458) 4.55% 0.94[-1.92,3.8]

Barrowclough 2010 0 0 0.5 (0.675) 15.08% 0.52[-0.8,1.84]

Barrowclough 2014 0 0 0.9 (6.182) 0.28% 0.92[-11.2,13.04]

Birchwood 2014 0 0 -0.3 (0.791) 12.19% -0.34[-1.89,1.21]

Farhall 2009 0 0 -1.2 (1.024) 8.27% -1.22[-3.23,0.79]

Garety 2008 0 0 -1.1 (1.974) 2.61% -1.09[-4.96,2.78]

Granholm 2005 0 0 -1.3 (1.471) 4.48% -1.3[-4.18,1.58]

Gumley 2003 0 0 -1 (0.492) 21.43% -1.03[-1.99,-0.07]

Guo 2015 0 0 -2 (1.014) 8.4% -2[-3.99,-0.01]

Lewis 2002 0 0 -2.8 (0.899) 10.12% -2.8[-4.56,-1.04]

Rector 2003 0 0 -0.6 (1.5) 4.32% -0.6[-3.54,2.34]

Wang 2015 0 0 -2.2 (1.024) 8.27% -2.18[-4.19,-0.17]

Subtotal (95% CI)       100% -0.98[-1.63,-0.34]

Heterogeneity: Tau2=0.27; Chi2=14.07, df=11(P=0.23); I2=21.83%  

Test for overall effect: Z=2.98(P=0)  

Test for subgroup differences: Chi2=4.45, df=1 (P=0.11), I2=55.05%  
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Analysis 1.14.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE, Outcome
14 Mental state: 3b. Specific - positive symptoms (average endpoint score BPRS/SAPS, high = poor) - short term.

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

1.14.1 BPRS  

Edwards 2011 23 7.2 (3) 25 9 (2.5) 100% -1.84[-3.4,-0.27]

Subtotal *** 23   25   100% -1.84[-3.4,-0.27]

Heterogeneity: Not applicable  

Test for overall effect: Z=2.3(P=0.02)  

   

1.14.2 SAPS  

Wang 2005 32 14.4 (2.9) 32 16.2 (4.3) 100% -1.83[-3.61,-0.05]

Subtotal *** 32   32   100% -1.83[-3.61,-0.05]

Heterogeneity: Tau2=0; Chi2=0, df=0(P<0.0001); I2=100%  

Test for overall effect: Z=2.01(P=0.04)  

Test for subgroup differences: Chi2=0, df=1 (P=0.99), I2=0%  

Favours CBT+ standard care 21-2 -1 0 Favours standard care

 
 

Analysis 1.15.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD
CARE ALONE, Outcome 15 Mental state: 4a. Specific - hallucination - clinically important
change (no improvement - < 3 point improvement BPRS (hallucination severity score)).

Study or subgroup CBT+ stan-
dard care

Standard care Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Fixed, 95% CI   M-H, Fixed, 95% CI

1.15.1 Short term  

England 2007 3/44 16/21 100% 0.09[0.03,0.27]

Subtotal (95% CI) 44 21 100% 0.09[0.03,0.27]

Total events: 3 (CBT+ standard care), 16 (Standard care)  

Heterogeneity: Not applicable  

Test for overall effect: Z=4.23(P<0.0001)  

   

1.15.2 Long term  

England 2007 3/44 17/21 100% 0.08[0.03,0.26]

Subtotal (95% CI) 44 21 100% 0.08[0.03,0.26]

Total events: 3 (CBT+ standard care), 17 (Standard care)  

Heterogeneity: Not applicable  

Test for overall effect: Z=4.36(P<0.0001)  

Test for subgroup differences: Chi2=0.01, df=1 (P=0.94), I2=0%  

Favours CBT+ standard care 1000.01 100.1 1 Favours standard care

 
 

Analysis 1.16.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE,
Outcome 16 Mental state: 4b. Specific - hallucination (average endpoint score various scales, high = poor).

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

1.16.1 AHRS - short term  

Chen 2015 25 20.3 (5.2) 25 23.9 (6.1) 100% -3.6[-6.74,-0.46]
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Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Subtotal *** 25   25   100% -3.6[-6.74,-0.46]

Heterogeneity: Not applicable  

Test for overall effect: Z=2.25(P=0.02)  

   

1.16.2 PANSS - short term  

Jia 2005 22 2.1 (0.7) 38 2.5 (1) 100% -0.48[-0.92,-0.04]

Subtotal *** 22   38   100% -0.48[-0.92,-0.04]

Heterogeneity: Not applicable  

Test for overall effect: Z=2.14(P=0.03)  

   

1.16.3 AHRS - medium term  

Chen 2015 25 18.1 (6.3) 25 23.1 (5.6) 47.09% -5[-8.3,-1.7]

Li 2014 38 18.3 (5.7) 40 18.7 (5.5) 52.91% -0.4[-2.89,2.09]

Subtotal *** 63   65   100% -2.57[-7.07,1.93]

Heterogeneity: Tau2=8.35; Chi2=4.75, df=1(P=0.03); I2=78.95%  

Test for overall effect: Z=1.12(P=0.26)  

   

1.16.4 PANSS - medium term  

Birchwood 2014 98 4.4 (1.7) 99 4.7 (1.6) 100% -0.33[-0.79,0.13]

Subtotal *** 98   99   100% -0.33[-0.79,0.13]

Heterogeneity: Not applicable  

Test for overall effect: Z=1.4(P=0.16)  

   

1.16.5 Malevolence - BAVQ - medium term  

Trower 2004 14 21.7 (8.6) 15 20.7 (8.6) 100% 1[-5.26,7.26]

Subtotal *** 14   15   100% 1[-5.26,7.26]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.31(P=0.75)  

   

1.16.6 Omniscience - BAVQ - medium term  

Trower 2004 14 9.1 (2.1) 15 10 (4.6) 100% -0.9[-3.47,1.67]

Subtotal *** 14   15   100% -0.9[-3.47,1.67]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.69(P=0.49)  

   

1.16.7 VPD - medium term  

Trower 2004 14 18 (6.5) 15 29.1 (6.2) 100% -11.1[-15.73,-6.47]

Subtotal *** 14   15   100% -11.1[-15.73,-6.47]

Heterogeneity: Not applicable  

Test for overall effect: Z=4.7(P<0.0001)  

   

1.16.8 AHRS - long term  

Li 2014 38 14 (4.6) 40 18.4 (5.3) 100% -4.4[-6.6,-2.2]

Subtotal *** 38   40   100% -4.4[-6.6,-2.2]

Heterogeneity: Not applicable  

Test for overall effect: Z=3.92(P<0.0001)  

   

1.16.9 PANSS - long term  

Birchwood 2014 98 4.4 (1.6) 99 4.3 (1.6) 100% 0.14[-0.3,0.58]

Subtotal *** 98   99   100% 0.14[-0.3,0.58]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.62(P=0.54)  
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Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

   

1.16.10 BPRS - long term  

England 2007 44 2.1 (1.8) 21 4.9 (1.8) 100% -2.82[-3.74,-1.9]

Subtotal *** 44   21   100% -2.82[-3.74,-1.9]

Heterogeneity: Not applicable  

Test for overall effect: Z=5.98(P<0.0001)  

Test for subgroup differences: Chi2=69.85, df=1 (P<0.0001), I2=87.12%  

Favours CBT+ standard care 21-2 -1 0 Favours standard care

 
 

Analysis 1.17.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE,
Outcome 17 Mental state: 4c. Specific - hallucinations (average endpoint score, PsyRATs, high = poor).

Study or subgroup CBT+ stan-
dard care

Standard care Mean Dif-
ference

Mean Difference Mean Difference

  N N (SE) IV, Random, 95% CI IV, Random, 95% CI

1.17.1 Short term  

Habib 2015 0 0 -16.1 (1.837) -16.1[-19.7,-12.5]

Naeem 2015 0 0 -4.8 (1.327) -4.8[-7.4,-2.2]

   

1.17.2 Medium term  

Tuikington 2002 0 0 -1.2 (1.068) -1.17[-3.26,0.92]

Favours CBT+ standard care 2010-20 -10 0 Favours standard care

 
 

Analysis 1.18.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE, Outcome
18 Mental state: 4d. Specific - hallucinations (average endpoint score various scales, high = poor) (skewed data).

Mental state: 4d. Specific - hallucinations (average endpoint score various scales, high = poor) (skewed data)

Study Interventions Mean SD N

PsyRATs - short term

Naeem 2016 CBT + standard care 9.78 12.56 15

Naeem 2016 Standard care 22.87 8.03 13

PsyRATs - long term

Durham 2003 CBT + standard care 18.5 12.8 20

Durham 2003 Standard care 17.2 11.7 17

BPRS - short term

England 2007 CBT + standard care 1.52 1.48 44

England 2007 Standard care 4.81 1.66 21

VCS - short term

Trower 2004 CBT + standard care 1.8 1.2 14

Trower 2004 Standard care 3.1 1.4 15

VCS - medium term

Trower 2004 CBT + standard care 1.7 1.1 14

Trower 2004 Standard care 3.4 1.6 15
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Analysis 1.19.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE, Outcome
19 Mental state: 5a. Specific - delusions (average endpoint score, PsyRATs , high = poor)) - short term.

Study or subgroup CBT+ stan-
dard care

Stan-
dard care

Mean Dif-
ference

Mean Difference Weight Mean Difference

  N N (SE) IV, Random, 95% CI   IV, Random, 95% CI

Freeman 2014 0 0 1.4 (1.883) 17.61% 1.4[-2.29,5.09]

Freeman 2015 0 0 -2.8 (0.884) 21.4% -2.8[-4.53,-1.07]

Habib 2015 0 0 -10 (1.02) 20.97% -10[-12,-8]

Naeem 2015 0 0 -5 (0.867) 21.44% -5[-6.7,-3.3]

Naeem 2016 0 0 -4.3 (1.653) 18.58% -4.33[-7.57,-1.09]

   

Total (95% CI)       100% -4.33[-7.58,-1.08]

Heterogeneity: Tau2=12.07; Chi2=41.93, df=4(P<0.0001); I2=90.46%  

Test for overall effect: Z=2.61(P=0.01)  

Favours CBT+ standard care 2010-20 -10 0 Favours standard care

 
 

Analysis 1.20.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE,
Outcome 20 Mental state: 5b. Specific - delusions (average endpoint score PANSS, high = poor).

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

1.20.1 Short term  

Jia 2005 22 2.5 (1) 38 3.2 (1.1) 100% -0.64[-1.16,-0.12]

Subtotal *** 22   38   100% -0.64[-1.16,-0.12]

Heterogeneity: Not applicable  

Test for overall effect: Z=2.39(P=0.02)  

   

1.20.2 Medium term  

Birchwood 2014 98 3.1 (1.5) 99 3.4 (1.4) 100% -0.3[-0.71,0.11]

Subtotal *** 98   99   100% -0.3[-0.71,0.11]

Heterogeneity: Not applicable  

Test for overall effect: Z=1.44(P=0.15)  

   

1.20.3 Long term  

Birchwood 2014 98 3.2 (1.5) 99 3.3 (1.6) 100% -0.1[-0.53,0.33]

Subtotal *** 98   99   100% -0.1[-0.53,0.33]

Heterogeneity: Tau2=0; Chi2=0, df=0(P<0.0001); I2=100%  

Test for overall effect: Z=0.45(P=0.65)  

Test for subgroup differences: Chi2=2.44, df=1 (P=0.3), I2=17.87%  

Favours CBT+ standard care 42-4 -2 0 Favours standard care

 
 

Analysis 1.21.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE,
Outcome 21 Mental state: 5c. Specific - delusions (average change score PsyRATs, high = poor).

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

1.21.1 Medium term  

Tuikington 2002 211 2 (6.8) 125 2.4 (6) 100% -0.43[-1.82,0.96]
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Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

Subtotal *** 211   125   100% -0.43[-1.82,0.96]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.61(P=0.54)  

Favours CBT+ standard care 42-4 -2 0 Favours standard care

 
 

Analysis 1.22.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE, Outcome
22 Mental state: 5d. Specific - delusions (average endpoint score PsyRATS, high = poor) (skewed data).

Mental state: 5d. Specific - delusions (average endpoint score PsyRATS, high = poor) (skewed data)

Study Interventions Mean SD N

Medium term

Tarrier 2014 CBT + standard care 7.19 7.09 17

Tarrier 2014 Standard care 11.29 8.12 18

Long term

Durham 2003 CBT + standard care 11.1 5.8 21

Durham 2003 Standard care 11.2 6.5 18

Lewis 2002 CBT + standard care (Liver-
pool)

3.5 6.0 24

Lewis 2002 Standard care 8.6 8.6 19

 
 

Analysis 1.23.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE, Outcome
23 Mental state: 6a. Specific - negative symptoms (average endpoint score, PANSS subscale, high = poor).

Study or subgroup CBT+ stan-
dard care

Stan-
dard care

Mean Dif-
ference

Mean Difference Weight Mean Difference

  N N (SE) IV, Fixed, 95% CI   IV, Fixed, 95% CI

1.23.1 Short term  

Barrowclough 2014 0 0 1.2 (1.33) 3.65% 1.23[-1.38,3.84]

Chen 2015 0 0 -2.5 (1.67) 2.32% -2.5[-5.77,0.77]

Guo 2015 0 0 -2.2 (1.193) 4.54% -2.2[-4.54,0.14]

Habib 2015 0 0 -5 (0.51) 24.81% -5[-6,-4]

Jia 2005 0 0 -3.5 (0.917) 7.68% -3.48[-5.28,-1.68]

Li 2013a 0 0 -5.1 (0.705) 12.99% -5.07[-6.45,-3.69]

Naeem 2015 0 0 -3.6 (0.849) 8.96% -3.6[-5.26,-1.94]

Naeem 2016 0 0 -4.1 (1.556) 2.67% -4.06[-7.11,-1.01]

Qian 2012 0 0 -2.1 (0.901) 7.96% -2.14[-3.91,-0.37]

Qiu 2014b 0 0 -2 (0.911) 7.77% -2.02[-3.81,-0.23]

Wang 2008 0 0 -2 (0.827) 9.45% -2[-3.62,-0.38]

Wang 2015 0 0 -1.7 (0.947) 7.21% -1.66[-3.52,0.2]

Subtotal (95% CI)       100% -3.35[-3.84,-2.85]

Heterogeneity: Tau2=0; Chi2=39.56, df=11(P<0.0001); I2=72.19%  

Test for overall effect: Z=13.17(P<0.0001)  

   

1.23.2 Medium term  

Barrowclough 2001 0 0 -2 (1.967) 1.73% -2.02[-5.88,1.84]

Barrowclough 2010 0 0 0.4 (0.529) 23.98% 0.39[-0.65,1.43]

Barrowclough 2014 0 0 0.8 (1.121) 5.34% 0.77[-1.43,2.97]

Birchwood 2014 0 0 -0.5 (0.726) 12.7% -0.51[-1.93,0.91]

Favours CBT+ standard care 52.5-5 -2.5 0 Favours standard care
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Study or subgroup CBT+ stan-
dard care

Stan-
dard care

Mean Dif-
ference

Mean Difference Weight Mean Difference

  N N (SE) IV, Fixed, 95% CI   IV, Fixed, 95% CI

Chen 2014 0 0 -2 (1.549) 2.79% -2[-5.04,1.04]

Granholm 2005 0 0 -0.8 (1.127) 5.27% -0.8[-3.01,1.41]

Guo 2015 0 0 -2 (1.179) 4.82% -2[-4.31,0.31]

Hu 2013 0 0 -3.1 (0.808) 10.26% -3.1[-4.68,-1.52]

Qian 2012 0 0 -7.8 (0.889) 8.48% -7.82[-9.56,-6.08]

Qiu 2014b 0 0 -2.1 (0.978) 7% -2.09[-4.01,-0.17]

Rector 2003 0 0 -2.9 (1.93) 1.8% -2.9[-6.68,0.88]

Tarrier 2014 0 0 -0.8 (0.919) 7.93% -0.8[-2.6,1]

Wang 2015 0 0 -0.4 (0.921) 7.9% -0.4[-2.2,1.4]

Subtotal (95% CI)       100% -1.43[-1.94,-0.93]

Heterogeneity: Tau2=0; Chi2=76.78, df=12(P<0.0001); I2=84.37%  

Test for overall effect: Z=5.54(P<0.0001)  

   

1.23.3 Long term  

Barrowclough 2001 0 0 -5.2 (1.489) 2.64% -5.23[-8.15,-2.31]

Barrowclough 2010 0 0 0.1 (0.51) 22.45% 0.14[-0.86,1.14]

Barrowclough 2014 0 0 -1.2 (1.537) 2.48% -1.18[-4.19,1.83]

Birchwood 2014 0 0 0.4 (0.713) 11.5% 0.37[-1.03,1.77]

Farhall 2009 0 0 1.4 (0.939) 6.63% 1.35[-0.49,3.19]

Garety 2008 0 0 -0.6 (0.743) 10.59% -0.64[-2.1,0.82]

Granholm 2005 0 0 0.8 (1.48) 2.67% 0.8[-2.1,3.7]

Gumley 2003 0 0 -1.7 (0.793) 9.29% -1.67[-3.22,-0.12]

Guo 2015 0 0 -3.1 (1.191) 4.12% -3.1[-5.43,-0.77]

Lewis 2002 0 0 -1.7 (0.946) 6.53% -1.66[-3.51,0.19]

Qian 2012 0 0 -7.3 (0.71) 11.61% -7.26[-8.65,-5.87]

Rector 2003 0 0 -5.6 (1.879) 1.66% -5.6[-9.28,-1.92]

Wang 2015 0 0 -1.1 (0.864) 7.83% -1.14[-2.83,0.55]

Subtotal (95% CI)       100% -1.47[-1.94,-0.99]

Heterogeneity: Tau2=0; Chi2=109.21, df=12(P<0.0001); I2=89.01%  

Test for overall effect: Z=6.07(P<0.0001)  

Test for subgroup differences: Chi2=37.47, df=1 (P<0.0001), I2=94.66%  

Favours CBT+ standard care 52.5-5 -2.5 0 Favours standard care

 
 

Analysis 1.24.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE,
Outcome 24 Mental state: 6b. Specific - negative symptoms (average endpoint score SANS, high = poor).

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

1.24.1 Short term  

Edwards 2011 23 25.4 (10.7) 25 25.9 (7.8) 22.55% -0.49[-5.83,4.86]

Pan 2012 34 9.4 (3.9) 34 9.8 (3.8) 26.33% -0.42[-2.25,1.41]

Tarrier 1999 24 9.8 (4.4) 27 10.7 (4.1) 25.96% -0.9[-3.24,1.44]

Wang 2005 32 31.3 (5) 32 45.8 (7.8) 25.16% -14.55[-17.77,-11.33]

Subtotal *** 113   118   100% -4.11[-10.4,2.17]

Heterogeneity: Tau2=38.22; Chi2=61.03, df=3(P<0.0001); I2=95.08%  

Test for overall effect: Z=1.28(P=0.2)  

   

1.24.2 Long term  

Favours CBT+ standard care 105-10 -5 0 Favours standard care
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Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Tarrier 1999 23 10.4 (3.8) 26 11.5 (4.1) 100% -1.07[-3.29,1.15]

Subtotal *** 23   26   100% -1.07[-3.29,1.15]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.94(P=0.34)  

Test for subgroup differences: Chi2=0.8, df=1 (P=0.37), I2=0%  

Favours CBT+ standard care 105-10 -5 0 Favours standard care

 
 

Analysis 1.25.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE, Outcome
25 Mental state: 6c. Specific - negative symptoms (average endpoint score NSRS, high = poor) - medium term.

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

Tuikington 2002 211 1.4 (2.8) 125 0.8 (3) 100% 0.6[-0.05,1.25]

   

Total *** 211   125   100% 0.6[-0.05,1.25]

Heterogeneity: Not applicable  

Test for overall effect: Z=1.82(P=0.07)  

Favours CBT+ standard care 2010-20 -10 0 Favours standard care

 
 

Analysis 1.26.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE, Outcome
26 Mental state: 7a. Specific - a5ective symptoms (average enpoint score, PANSS subscale, high = poor).

Study or subgroup CBT+ stan-
dard care

Stan-
dard care

Mean Dif-
ference

Mean Difference Weight Mean Difference

  N N (SE) IV, Fixed, 95% CI   IV, Fixed, 95% CI

1.26.1 Short term  

Barrowclough 2014 0 0 -0.2 (2.127) 4.59% -0.19[-4.36,3.98]

Chen 2015 0 0 -0.7 (1.644) 7.68% -0.7[-3.92,2.52]

Guo 2015 0 0 0 (1.603) 8.08% 0[-3.14,3.14]

Habib 2015 0 0 -13.9 (1.225) 13.85% -13.9[-16.3,-11.5]

Li 2013a 0 0 -7.1 (1.141) 15.95% -7.12[-9.36,-4.88]

Naeem 2015 0 0 -6.3 (1.472) 9.59% -6.3[-9.18,-3.42]

Naeem 2016 0 0 -9.6 (3.883) 1.38% -9.63[-17.24,-2.02]

Qiu 2014b 0 0 -3.4 (1.233) 13.65% -3.42[-5.84,-1]

Wang 2008 0 0 -1.8 (0.964) 22.33% -1.8[-3.69,0.09]

Wang 2015 0 0 -4.4 (2.671) 2.91% -4.4[-9.64,0.84]

Subtotal (95% CI)       100% -4.86[-5.75,-3.96]

Heterogeneity: Tau2=0; Chi2=92.77, df=9(P<0.0001); I2=90.3%  

Test for overall effect: Z=10.66(P<0.0001)  

   

1.26.2 Medium term  

Barrowclough 2010 0 0 2.1 (0.874) 27.19% 2.11[0.4,3.82]

Barrowclough 2014 0 0 0.5 (2.21) 4.25% 0.49[-3.84,4.82]

Birchwood 2014 0 0 -1.8 (1.245) 13.41% -1.79[-4.23,0.65]

Chen 2015 0 0 -1 (1.49) 9.36% -1[-3.92,1.92]

Guo 2015 0 0 -1.7 (1.502) 9.21% -1.7[-4.64,1.24]

Hu 2013 0 0 0 (1.267) 12.95% 0[-2.48,2.48]

Favours CBT+ standard care 52.5-5 -2.5 0 Favours standard care
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Study or subgroup CBT+ stan-
dard care

Stan-
dard care

Mean Dif-
ference

Mean Difference Weight Mean Difference

  N N (SE) IV, Fixed, 95% CI   IV, Fixed, 95% CI

Qiu 2014b 0 0 -3.7 (1.282) 12.64% -3.67[-6.18,-1.16]

Rector 2003 0 0 -6 (3.134) 2.12% -6[-12.14,0.14]

Tarrier 2014 0 0 -2.7 (2.438) 3.5% -2.7[-7.48,2.08]

Wang 2015 0 0 -4.1 (1.968) 5.37% -4.13[-7.99,-0.27]

Subtotal (95% CI)       100% -0.8[-1.7,0.09]

Heterogeneity: Tau2=0; Chi2=24.06, df=9(P=0); I2=62.6%  

Test for overall effect: Z=1.76(P=0.08)  

   

1.26.3 Long term  

Barrowclough 2010 0 0 2 (0.907) 21.23% 2.03[0.25,3.81]

Barrowclough 2014 0 0 2.6 (2.224) 3.53% 2.55[-1.81,6.91]

Birchwood 2014 0 0 -1.5 (1.267) 10.89% -1.51[-3.99,0.97]

Farhall 2009 0 0 -0.3 (1.154) 13.13% -0.26[-2.52,2]

Garety 2008 0 0 -0.7 (1.044) 16.04% -0.69[-2.74,1.36]

Gumley 2003 0 0 -2.2 (1.224) 11.66% -2.17[-4.57,0.23]

Guo 2015 0 0 -3.1 (1.524) 7.52% -3.1[-6.09,-0.11]

Lewis 2002 0 0 -3.4 (1.47) 8.09% -3.45[-6.33,-0.57]

Rector 2003 0 0 -5.2 (3.156) 1.75% -5.2[-11.39,0.99]

Wang 2015 0 0 -5.8 (1.684) 6.16% -5.79[-9.09,-2.49]

Subtotal (95% CI)       100% -1[-1.82,-0.18]

Heterogeneity: Tau2=0; Chi2=29.82, df=9(P=0); I2=69.82%  

Test for overall effect: Z=2.4(P=0.02)  

Test for subgroup differences: Chi2=51.56, df=1 (P<0.0001), I2=96.12%  

Favours CBT+ standard care 52.5-5 -2.5 0 Favours standard care

 
 

Analysis 1.27.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE,
Outcome 27 Mental state: 8. Specific - distress (average endpoint score PsyRATs/SADS, high = poor).

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

1.27.1 Short term  

Freeman 2015 68 5 (2.2) 72 6.1 (1.8) 100% -1.1[-1.77,-0.43]

Subtotal *** 68   72   100% -1.1[-1.77,-0.43]

Heterogeneity: Not applicable  

Test for overall effect: Z=3.23(P=0)  

   

1.27.2 Medium term  

Birchwood 2014 98 2.8 (1.3) 99 2.5 (1.5) 61.79% 0.31[-0.08,0.7]

Trower 2004 14 2.7 (0.8) 15 3 (1.1) 38.21% -0.3[-1,0.4]

Subtotal *** 112   114   100% 0.08[-0.5,0.66]

Heterogeneity: Tau2=0.1; Chi2=2.26, df=1(P=0.13); I2=55.66%  

Test for overall effect: Z=0.26(P=0.8)  

   

1.27.3 Long term  

Birchwood 2014 98 2.6 (1.2) 99 2.7 (1.4) 100% -0.1[-0.47,0.27]

Subtotal *** 98   99   100% -0.1[-0.47,0.27]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.53(P=0.59)  

Favours CBT+ standard care 52.5-5 -2.5 0 Favours standard care
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Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Test for subgroup differences: Chi2=8.07, df=1 (P=0.02), I2=75.2%  

Favours CBT+ standard care 52.5-5 -2.5 0 Favours standard care

 
 

Analysis 1.28.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE,
Outcome 28 Mental state: 9. Specific - anxiety (average endpoint score various scales, high = poor).

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

1.28.1 BAI - short term  

Barrowclough 2014 52 15.2 (12.2) 23 16.5 (13.2) 64.55% -1.26[-7.58,5.07]

Freeman 2014 15 22.9 (15.3) 15 21.5 (7.1) 35.45% 1.4[-7.14,9.94]

Subtotal *** 67   38   100% -0.32[-5.4,4.77]

Heterogeneity: Tau2=0; Chi2=0.24, df=1(P=0.62); I2=0%  

Test for overall effect: Z=0.12(P=0.9)  

   

1.28.2 SAS - short term  

Qin 2014a 50 33.4 (6.5) 50 39.6 (5.8) 23.03% -6.23[-8.63,-3.83]

Yao 2015 44 33.5 (3.3) 44 39.7 (3) 76.97% -6.2[-7.51,-4.89]

Subtotal *** 94   94   100% -6.21[-7.36,-5.05]

Heterogeneity: Tau2=0; Chi2=0, df=1(P=0.98); I2=0%  

Test for overall effect: Z=10.56(P<0.0001)  

   

1.28.3 HAMA - short term  

He 2012 35 3.6 (1.5) 40 5.4 (0.4) 100% -1.79[-2.29,-1.29]

Subtotal *** 35   40   100% -1.79[-2.29,-1.29]

Heterogeneity: Not applicable  

Test for overall effect: Z=6.99(P<0.0001)  

   

1.28.4 SCL-90 - short term  

Zhang 2015 45 1.5 (0.2) 45 3 (0.3) 100% -1.43[-1.53,-1.33]

Subtotal *** 45   45   100% -1.43[-1.53,-1.33]

Heterogeneity: Not applicable  

Test for overall effect: Z=27.42(P<0.0001)  

   

1.28.5 BAI - medium term  

Barrowclough 2014 51 14.7 (11.5) 22 15.2 (14.3) 59.54% -0.49[-7.24,6.26]

Tarrier 2014 17 14.2 (11.4) 18 16.8 (13.3) 40.46% -2.6[-10.79,5.59]

Subtotal *** 68   40   100% -1.34[-6.55,3.87]

Heterogeneity: Tau2=0; Chi2=0.15, df=1(P=0.7); I2=0%  

Test for overall effect: Z=0.51(P=0.61)  

   

1.28.6 BAI - long term  

Barrowclough 2014 48 15.8 (13.1) 21 14.1 (14.8) 13.42% 1.74[-5.6,9.07]

Fowler 2009 33 13.2 (10.5) 38 13 (12.8) 24.58% 0.2[-5.22,5.62]

Garety 2008 94 15.4 (12.5) 101 13.4 (11.7) 62% 1.97[-1.45,5.38]

Subtotal *** 175   160   100% 1.5[-1.19,4.19]

Heterogeneity: Tau2=0; Chi2=0.3, df=2(P=0.86); I2=0%  

Test for overall effect: Z=1.1(P=0.27)  

   

Favours CBT+ standard care 10050-100 -50 0 Favours standard care
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Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

1.28.7 HADS - long term  

Farhall 2009 45 8.1 (4.5) 47 7.4 (4.7) 100% 0.66[-1.22,2.54]

Subtotal *** 45   47   100% 0.66[-1.22,2.54]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.69(P=0.49)  

Test for subgroup differences: Chi2=76.91, df=1 (P<0.0001), I2=92.2%  

Favours CBT+ standard care 10050-100 -50 0 Favours standard care

 
 

Analysis 1.29.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD
CARE ALONE, Outcome 29 Mental state: 10a. Specific - depression - clinically

important change (no improvement = reduction HAMD score < 25%) - short term.

Study or subgroup CBT+ stan-
dard care

Standard care Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Fixed, 95% CI   M-H, Fixed, 95% CI

Pan 2012 4/34 6/34 100% 0.67[0.21,2.15]

   

Total (95% CI) 34 34 100% 0.67[0.21,2.15]

Total events: 4 (CBT+ standard care), 6 (Standard care)  

Heterogeneity: Not applicable  

Test for overall effect: Z=0.68(P=0.5)  

Favours CBT+ standard care 1000.01 100.1 1 Favours standard care

 
 

Analysis 1.30.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE, Outcome
30 Mental state: 10b. Specific - depression (average endpoint score various scales, high = poor) - short term.

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

1.30.1 BDI  

Edwards 2011 23 19.7 (6.1) 25 20.2 (5.9) 84.5% -0.51[-3.93,2.91]

Freeman 2014 15 22.9 (12.6) 15 27.3 (9.5) 15.5% -4.4[-12.39,3.59]

Subtotal *** 38   40   100% -1.11[-4.25,2.03]

Heterogeneity: Tau2=0; Chi2=0.77, df=1(P=0.38); I2=0%  

Test for overall effect: Z=0.69(P=0.49)  

   

1.30.2 SDS  

Qin 2014a 50 35.1 (5.2) 50 38.6 (6.4) 23.5% -3.43[-5.71,-1.15]

Yao 2015 44 35.4 (3) 44 38.6 (3.1) 76.5% -3.25[-4.51,-1.99]

Subtotal *** 94   94   100% -3.29[-4.4,-2.19]

Heterogeneity: Tau2=0; Chi2=0.02, df=1(P=0.89); I2=0%  

Test for overall effect: Z=5.84(P<0.0001)  

   

1.30.3 HAMD  

Chen 2014 37 16.3 (4.1) 38 21.4 (4.3) 84.07% -5.03[-6.94,-3.12]

Pan 2012 34 22.3 (8.6) 34 26.8 (9.8) 15.93% -4.5[-8.88,-0.12]

Subtotal *** 71   72   100% -4.95[-6.69,-3.2]

Heterogeneity: Tau2=0; Chi2=0.05, df=1(P=0.83); I2=0%  

Favours CBT+ standard care 5025-50 -25 0 Favours standard care
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Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

Test for overall effect: Z=5.54(P<0.0001)  

   

1.30.4 SCL-90  

Zhang 2015 45 1.7 (0.2) 45 2.3 (0.1) 100% -0.58[-0.65,-0.51]

Subtotal *** 45   45   100% -0.58[-0.65,-0.51]

Heterogeneity: Not applicable  

Test for overall effect: Z=15.42(P<0.0001)  

Test for subgroup differences: Chi2=46.86, df=1 (P<0.0001), I2=93.6%  

Favours CBT+ standard care 5025-50 -25 0 Favours standard care

 
 

Analysis 1.31.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE,
Outcome 31 Mental state: 10c. Specific - depression (average change score MADRS, high = poor).

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

1.31.1 Medium term  

Tuikington 2002 211 1.4 (3.3) 125 1.3 (7.6) 100% 0.15[-1.26,1.56]

Subtotal *** 211   125   100% 0.15[-1.26,1.56]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.21(P=0.83)  

Favours CBT+ standard care 5025-50 -25 0 Favours standard care

 
 

Analysis 1.32.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE, Outcome
32 Mental state: 10d. Specific - depression (average endpoint score various scales, high = poor) (skewed data).

Mental state: 10d. Specific - depression (average endpoint score various scales, high = poor) (skewed data)

Study Interventions Mean SD N

CDS - short term

Barrowclough 2014 CBT + standard care 6.3667 4.3131 48

Barrowclough 2014 Standard care 4.8 4.0 23

CDS - medium term

Barrowclough 2014 CBT + standard care 6.0 4.338 48

Barrowclough 2014 Standard care 6.1 5.3 23

Birchwood 2014 CBT + standard care 8.77 6.04 98

Birchwood 2014 Standard care 8.76 6.24 99

Jackson 2009 CBT + standard care 3.9 3.5 36

Jackson 2009 Standard care 5.9 4.8 30

Tarrier 2014 CBT + standard care 4.0 3.8 17

Tarrier 2014 Standard care 7.2 5.2 18

Trower 2004 CBT + standard care 8.1 7.4 14

Trower 2004 Standard care 12.6 6.7 15

BDI - medium term

Rector 2003 CBT + standard care 11.7 7.9 24

Rector 2003 Standard care 11.8 11.5 18

HAMD - medium term

Granholm 2005 CBT + standard care 11.4 6.3 32

Granholm 2005 Standard care 10.6 6.3 33

MADRS - medium term

Gleeson 2009 CBT + standard care 8.3 9.0 41
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Mental state: 10d. Specific - depression (average endpoint score various scales, high = poor) (skewed data)

Study Interventions Mean SD N

Gleeson 2009 Standard care 10.8 11.5 40

BDI - long term

Fowler 2009 CBT + standard care 14.4 12.7 33

Fowler 2009 Standard care 13.6 10.6 38

Garety 2008 CBT + standard care 16.26 13.3075 103

Garety 2008 Standard care 16.4155 13.4444 104

Rector 2003 CBT + standard care 12.0 7.8 21

Rector 2003 Standard care 12.7 11.8 13

CDS - long term

Barrowclough 2014 CBT + standard care 7.0918 5.4566 49

Barrowclough 2014 Standard care 5.9 5.0 21

Birchwood 2014 CBT + standard care 12.44 6.33 98

Birchwood 2014 Standard care 11.75 5.68 99

Jackson 2009 CBT + standard care 3.7 3.9 36

Jackson 2009 Standard care 3.9 3.3 30

HADS - long term

Farhall 2009 CBT + standard care 6.71 4.54 45

Farhall 2009 Standard care 6.57 4.81 47

HAMD - long term

Granholm 2005 CBT + standard care 9.7 5.5 31

Granholm 2005 Standard care 11.3 6.8 33

 
 

Analysis 1.33.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE,
Outcome 33 Mental state: 11a. Specific - self esteem (average endpoint score various scales, high = good).

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

1.33.1 RSES - short term  

Gumley 2003 72 23.9 (5.6) 72 23.5 (5.6) 100% 0.4[-1.43,2.23]

Subtotal *** 72   72   100% 0.4[-1.43,2.23]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.43(P=0.67)  

   

1.33.2 SES - short term  

Qin 2014a 50 19.3 (3.4) 50 16.4 (2.9) 48.09% 2.92[1.67,4.17]

Yao 2015 44 19.9 (2.8) 44 16.3 (3) 51.91% 3.64[2.44,4.84]

Subtotal *** 94   94   100% 3.29[2.43,4.16]

Heterogeneity: Tau2=0; Chi2=0.66, df=1(P=0.42); I2=0%  

Test for overall effect: Z=7.45(P<0.0001)  

   

1.33.3 RSCQ - short term  

England 2007 44 123.9 (14.7) 21 116.4 (18.9) 83.18% 7.5[-1.68,16.68]

Freeman 2014 15 95.3 (25.9) 15 83.1 (30.9) 16.82% 12.2[-8.2,32.6]

Subtotal *** 59   36   100% 8.29[-0.08,16.66]

Heterogeneity: Tau2=0; Chi2=0.17, df=1(P=0.68); I2=0%  

Test for overall effect: Z=1.94(P=0.05)  

   

1.33.4 GSES - short term  

Ma 2016 95 13.7 (5) 95 12.2 (5) 100% 1.48[0.05,2.91]

Subtotal *** 95   95   100% 1.48[0.05,2.91]
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Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Heterogeneity: Not applicable  

Test for overall effect: Z=2.03(P=0.04)  

   

1.33.5 RSES - medium term  

Gumley 2003 72 23.8 (5.6) 72 22.9 (4.7) 100% 0.9[-0.79,2.59]

Subtotal *** 72   72   100% 0.9[-0.79,2.59]

Heterogeneity: Not applicable  

Test for overall effect: Z=1.04(P=0.3)  

   

1.33.6 RSCQ - medium term  

Jackson 2009 36 54.9 (19.4) 30 54.5 (13) 100% 0.4[-7.46,8.26]

Subtotal *** 36   30   100% 0.4[-7.46,8.26]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.1(P=0.92)  

   

1.33.7 SERS - medium term  

Tarrier 2014 17 90.3 (21.9) 18 73.4 (25.3) 100% 16.9[1.25,32.55]

Subtotal *** 17   18   100% 16.9[1.25,32.55]

Heterogeneity: Not applicable  

Test for overall effect: Z=2.12(P=0.03)  

   

1.33.8 GSES - medium term  

Lu 2014 52 3.2 (0.6) 52 2.4 (0.6) 100% 0.76[0.53,0.99]

Subtotal *** 52   52   100% 0.76[0.53,0.99]

Heterogeneity: Not applicable  

Test for overall effect: Z=6.51(P<0.0001)  

   

1.33.9 RSES - long term  

Farhall 2009 45 28.6 (5.9) 47 28.5 (5.7) 38.58% 0.11[-2.25,2.47]

Gumley 2003 72 22.7 (6.3) 72 23.3 (5.1) 61.42% -0.6[-2.47,1.27]

Subtotal *** 117   119   100% -0.33[-1.79,1.14]

Heterogeneity: Tau2=0; Chi2=0.21, df=1(P=0.64); I2=0%  

Test for overall effect: Z=0.44(P=0.66)  

   

1.33.10 RSCQ - long term  

England 2007 44 128.6 (16.7) 21 114.7 (17.3) 49.23% 13.9[5.01,22.79]

Jackson 2009 36 58.4 (20.6) 30 59.6 (12.6) 50.77% -1.2[-9.3,6.9]

Subtotal *** 80   51   100% 6.23[-8.56,21.03]

Heterogeneity: Tau2=95.17; Chi2=6.05, df=1(P=0.01); I2=83.48%  

Test for overall effect: Z=0.83(P=0.41)  

Test for subgroup differences: Chi2=41.9, df=1 (P<0.0001), I2=78.52%  

Favours standard care 105-10 -5 0 Favours CBT+ standard care

 
 

Analysis 1.34.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE, Outcome
34 Mental state: 11b. Specific - self esteem (average endpoint score various scales) - short term (skewed data).

Mental state: 11b. Specific - self esteem (average endpoint score various scales) - short term (skewed data)

Study Interventions Mean SD N

SCS (high = good)

Freeman 2014 CBT + standard care 754.8 406.6 15

Freeman 2014 Standard care 636.0 311.9 15
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Mental state: 11b. Specific - self esteem (average endpoint score various scales) - short term (skewed data)

Study Interventions Mean SD N

positive self - BCSS (high = good)

Freeman 2014 CBT + standard care 7.3 5.4 15

Freeman 2014 Standard care 6.3 4.8 15

negative self - BCSS (high = poor)

Freeman 2014 CBT + standard care 7.6 5.3 15

Freeman 2014 Standard care 8.1 5.6 15

 
 

Analysis 1.35.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE,
Outcome 35 Mental state: 12a. Specific - insight (average endpoint score various scales, high = good).

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

1.35.1 ITAQ - short term  

Zhang 2014 37 18.8 (3.7) 38 13.9 (4) 100% 4.92[3.19,6.65]

Subtotal *** 37   38   100% 4.92[3.19,6.65]

Heterogeneity: Not applicable  

Test for overall effect: Z=5.56(P<0.0001)  

   

1.35.2 BCIS - medium term  

Granholm 2005 32 5.7 (5.1) 33 4.4 (5.5) 100% 1.33[-1.24,3.9]

Subtotal *** 32   33   100% 1.33[-1.24,3.9]

Heterogeneity: Not applicable  

Test for overall effect: Z=1.01(P=0.31)  

   

1.35.3 ITAQ - medium term  

Startup 2004 37 14.3 (6.5) 37 14.4 (6.1) 100% -0.1[-2.97,2.77]

Subtotal *** 37   37   100% -0.1[-2.97,2.77]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.07(P=0.95)  

   

1.35.4 SRIS - long term  

Farhall 2009 45 7.3 (3.2) 47 7.3 (3.3) 100% 0.02[-1.3,1.34]

Subtotal *** 45   47   100% 0.02[-1.3,1.34]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.03(P=0.98)  

   

1.35.5 BCIS - long term  

Granholm 2005 31 4.6 (5.7) 33 5.2 (7.2) 100% -0.54[-3.7,2.62]

Subtotal *** 31   33   100% -0.54[-3.7,2.62]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.33(P=0.74)  

   

1.35.6 ITAQ - long term  

Startup 2004 37 15.9 (6) 37 15.5 (5.4) 100% 0.4[-2.2,3]

Subtotal *** 37   37   100% 0.4[-2.2,3]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.3(P=0.76)  

Test for subgroup differences: Chi2=23.04, df=1 (P=0), I2=78.3%  

Favours standard care 52.5-5 -2.5 0 Favours CBT+ standard care
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Analysis 1.36.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE,
Outcome 36 Mental state: 12b. Specific - insight (average endpoint score SAI, high = good) - short term.

Study or subgroup CBT+ stan-
dard care

Stan-
dard care

Mean Dif-
ference

Mean Difference Weight Mean Difference

  N N (SE) IV, Fixed, 95% CI   IV, Fixed, 95% CI

1.36.1 Short term  

Guo 2015 0 0 2.4 (0.842) 15.8% 2.4[0.75,4.05]

Habib 2015 0 0 8.6 (0.408) 67.23% 8.6[7.8,9.4]

Naeem 2015 0 0 2 (0.813) 16.97% 2[0.41,3.59]

Subtotal (95% CI)       100% 6.5[5.84,7.16]

Heterogeneity: Tau2=0; Chi2=80.85, df=2(P<0.0001); I2=97.53%  

Test for overall effect: Z=19.42(P<0.0001)  

   

1.36.2 Medium term  

Guo 2015 0 0 1.6 (0.913) 100% 1.6[-0.19,3.39]

Subtotal (95% CI)       100% 1.6[-0.19,3.39]

Heterogeneity: Not applicable  

Test for overall effect: Z=1.75(P=0.08)  

   

1.36.3 Long term  

Guo 2015 0 0 2.9 (0.991) 100% 2.9[0.96,4.84]

Subtotal (95% CI)       100% 2.9[0.96,4.84]

Heterogeneity: Not applicable  

Test for overall effect: Z=2.93(P=0)  

Test for subgroup differences: Chi2=33.82, df=1 (P<0.0001), I2=94.09%  

Favours standard care 2010-20 -10 0 Favours CBT+ standard care

 
 

Analysis 1.37.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE
ALONE, Outcome 37 Mental state: 12c. Specific - insight (average change score SAI, high = good).

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

1.37.1 Medium term  

Tuikington 2002 211 -0.5 (3.3) 125 0.2 (3.2) 100% -0.69[-1.41,0.03]

Subtotal *** 211   125   100% -0.69[-1.41,0.03]

Heterogeneity: Tau2=0; Chi2=0, df=0(P<0.0001); I2=100%  

Test for overall effect: Z=1.88(P=0.06)  

Favours standard care 52.5-5 -2.5 0 Favours CBT+ standard care

 
 

Analysis 1.38.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE, Outcome
38 Mental state: 13. Specific - well-being (average endpoint score WEMWS, high = good) - short term.

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

Freeman 2014 15 39.4 (10.6) 15 33.3 (9.7) 19.11% 6.1[-1.17,13.37]

Freeman 2015 67 40.2 (10.8) 73 36.6 (10.5) 80.89% 3.6[0.07,7.13]
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Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

Total *** 82   88   100% 4.08[0.9,7.26]

Heterogeneity: Tau2=0; Chi2=0.37, df=1(P=0.54); I2=0%  

Test for overall effect: Z=2.51(P=0.01)  

Favours standard care 2010-20 -10 0 Favours CBT+ standard care

 
 

Analysis 1.39.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE, Outcome
39 Mental state: 14a. Specific - various other symptoms (average endpoint score various scales high = poor).

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

1.39.1 Psychotic symptom - SCL-90 - short term  

Zhang 2015 45 1.7 (0.3) 45 2.3 (0.4) 100% -0.58[-0.72,-0.44]

Subtotal *** 45   45   100% -0.58[-0.72,-0.44]

Heterogeneity: Not applicable  

Test for overall effect: Z=7.88(P<0.0001)  

   

1.39.2 Somatization - SCL-90 - short term  

Zhang 2015 45 2 (0.2) 45 3.9 (0.4) 100% -1.86[-1.98,-1.74]

Subtotal *** 45   45   100% -1.86[-1.98,-1.74]

Heterogeneity: Not applicable  

Test for overall effect: Z=29.86(P<0.0001)  

   

1.39.3 Sensitivity of interpersonal relationship - SCL-90 - short term  

Zhang 2015 45 2.2 (0.2) 45 3.3 (0.3) 100% -1.1[-1.19,-1.01]

Subtotal *** 45   45   100% -1.1[-1.19,-1.01]

Heterogeneity: Not applicable  

Test for overall effect: Z=23.51(P<0.0001)  

   

1.39.4 Obsessive-compulsive - SCL-90 - short term  

Zhang 2015 45 1.5 (0.2) 45 2.8 (0.2) 100% -1.29[-1.36,-1.22]

Subtotal *** 45   45   100% -1.29[-1.36,-1.22]

Heterogeneity: Not applicable  

Test for overall effect: Z=34.95(P<0.0001)  

   

1.39.5 Hostility - SCL-90 - short term  

Zhang 2015 45 1.2 (0.1) 45 2 (0.5) 100% -0.84[-1,-0.68]

Subtotal *** 45   45   100% -0.84[-1,-0.68]

Heterogeneity: Not applicable  

Test for overall effect: Z=10.29(P<0.0001)  

   

1.39.6 Phobia - SCL-90 - short term  

Zhang 2015 45 1.6 (0.2) 45 2.1 (0.3) 100% -0.51[-0.61,-0.41]

Subtotal *** 45   45   100% -0.51[-0.61,-0.41]

Heterogeneity: Not applicable  

Test for overall effect: Z=10.27(P<0.0001)  

   

1.39.7 Paranoia - SCL-90 - short term  

Zhang 2015 45 1.6 (0.2) 45 2.3 (0.3) 100% -0.7[-0.8,-0.6]

Subtotal *** 45   45   100% -0.7[-0.8,-0.6]
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Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

Heterogeneity: Not applicable  

Test for overall effect: Z=14.22(P<0.0001)  

   

1.39.8 Paranoia - GPTS - short term  

Freeman 2014 15 84.4 (31.6) 15 98.6 (28.3) 20.19% -14.2[-35.67,7.27]

Freeman 2015 67 92.5 (32.7) 73 105.6 (32.4) 79.81% -13.1[-23.9,-2.3]

Subtotal *** 82   88   100% -13.32[-22.97,-3.68]

Heterogeneity: Tau2=0; Chi2=0.01, df=1(P=0.93); I2=0%  

Test for overall effect: Z=2.71(P=0.01)  

   

1.39.9 Worry - PSWQ - short term  

Freeman 2015 68 56.1 (9.7) 73 59.8 (11) 100% -3.7[-7.12,-0.28]

Subtotal *** 68   73   100% -3.7[-7.12,-0.28]

Heterogeneity: Tau2=0; Chi2=0, df=0(P<0.0001); I2=100%  

Test for overall effect: Z=2.12(P=0.03)  

   

1.39.10 Rumination - PTQ - short term  

Freeman 2015 64 37.3 (10.5) 71 42.7 (10.6) 100% -5.4[-8.96,-1.84]

Subtotal *** 64   71   100% -5.4[-8.96,-1.84]

Heterogeneity: Not applicable  

Test for overall effect: Z=2.97(P=0)  

   

1.39.11 Hopelessness - BHS - medium term  

Birchwood 2014 98 8.2 (5) 99 8.7 (5.6) 85.63% -0.55[-2.04,0.94]

Tarrier 2014 17 9.2 (5.2) 18 9.8 (5.8) 14.37% -0.6[-4.23,3.03]

Subtotal *** 115   117   100% -0.56[-1.93,0.82]

Heterogeneity: Tau2=0; Chi2=0, df=1(P=0.98); I2=0%  

Test for overall effect: Z=0.79(P=0.43)  

   

1.39.12 Hopelessness - BHS - long term  

Birchwood 2014 98 8.8 (5.1) 99 8.3 (5.6) 73.44% 0.46[-1.03,1.95]

Fowler 2009 33 7.9 (5.8) 38 6.4 (4.7) 26.56% 1.5[-0.98,3.98]

Subtotal *** 131   137   100% 0.74[-0.54,2.01]

Heterogeneity: Tau2=0; Chi2=0.5, df=1(P=0.48); I2=0%  

Test for overall effect: Z=1.13(P=0.26)  

Test for subgroup differences: Chi2=448.79, df=1 (P<0.0001), I2=97.55%  

Favours CBT+ standard care 105-10 -5 0 Favours standard care

 
 

Analysis 1.40.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus
STANDARD CARE ALONE, Outcome 40 Mental state: 14b. Specific - various other

symptoms (average endpoint score SCL-90, high = poor) - long term (skewed data).

Mental state: 14b. Specific - various other symptoms (average endpoint score SCL-90, high = poor) - long term (skewed data)

Study Interventions Mean SD N

anxiety

Li 2015a CBT + standard care 0.57 0.24 48

Li 2015a Standard care 0.69 0.56 44

depression

Li 2015a CBT + standard care 0.66 0.40 48

Li 2015a Standard care 0.66 0.69 44

psychotic symptom
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Mental state: 14b. Specific - various other symptoms (average endpoint score SCL-90, high = poor) - long term (skewed data)

Study Interventions Mean SD N

Li 2015a CBT + standard care 0.38 0.24 48

Li 2015a Standard care 0.46 0.25 44

somatization

Li 2015a CBT + standard care 0.73 0.40 48

Li 2015a Standard care 0.70 0.45 44

sensitivity of interpersonal relationship

Li 2015a CBT + standard care 0.47 0.28 48

Li 2015a Standard care 0.62 0.43 44

obsessive-compulsiive

Li 2015a CBT + standard care 0.50 0.19 48

Li 2015a Standard care 0.59 0.41 44

hostility

Li 2015a CBT + standard care 0.60 0.33 48

Li 2015a Standard care 0.63 0.51 44

paranoid

Li 2015a CBT + standard care 0.30 0.20 48

Li 2015a Standard care 0.34 0.30 44

phobia

Li 2015a CBT + standard care 0.23 0.27 48

Li 2015a Standard care 0.56 0.57 44

 
 

Analysis 1.41.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD
CARE ALONE, Outcome 41 Adverse e5ect/event(s): 1a. General - any adverse event.

Study or subgroup CBT+ stan-
dard care

Standard care Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Fixed, 95% CI   M-H, Fixed, 95% CI

Li 2014 2/38 8/40 24.52% 0.26[0.06,1.16]

Pan 2012 12/34 24/34 75.48% 0.5[0.3,0.83]

   

Total (95% CI) 72 74 100% 0.44[0.27,0.72]

Total events: 14 (CBT+ standard care), 32 (Standard care)  

Heterogeneity: Tau2=0; Chi2=0.7, df=1(P=0.4); I2=0%  

Test for overall effect: Z=3.25(P=0)  

Favours CBT+ standard care 2000.005 100.1 1 Favours standard care

 
 

Analysis 1.42.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE, Outcome
42 Adverse e5ect/event(s): 1b. General (average total endpoint score TESS, high = poor) - medium term.

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Chen 2015 25 6.8 (2) 25 5.7 (2.4) 49.23% 1.1[-0.12,2.32]

Qiu 2014b 30 4.5 (2.1) 29 5.1 (2.4) 50.77% -0.6[-1.75,0.55]

   

Total *** 55   54   100% 0.24[-1.43,1.9]

Heterogeneity: Tau2=1.08; Chi2=3.93, df=1(P=0.05); I2=74.53%  

Test for overall effect: Z=0.28(P=0.78)  
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Analysis 1.43.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD
CARE ALONE, Outcome 43 Adverse e5ect/event(s): 2a. Specific - various e5ects.

Study or subgroup CBT+ stan-
dard care

Standard care Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Fixed, 95% CI   M-H, Fixed, 95% CI

1.43.1 Drowsiness  

Li 2014 1/38 2/40 100% 0.53[0.05,5.57]

Subtotal (95% CI) 38 40 100% 0.53[0.05,5.57]

Total events: 1 (CBT+ standard care), 2 (Standard care)  

Heterogeneity: Not applicable  

Test for overall effect: Z=0.53(P=0.59)  

   

1.43.2 Headache  

Li 2014 1/38 1/40 100% 1.05[0.07,16.24]

Subtotal (95% CI) 38 40 100% 1.05[0.07,16.24]

Total events: 1 (CBT+ standard care), 1 (Standard care)  

Heterogeneity: Not applicable  

Test for overall effect: Z=0.04(P=0.97)  

   

1.43.3 Mild lactation  

Li 2014 0/38 3/40 100% 0.15[0.01,2.81]

Subtotal (95% CI) 38 40 100% 0.15[0.01,2.81]

Total events: 0 (CBT+ standard care), 3 (Standard care)  

Heterogeneity: Not applicable  

Test for overall effect: Z=1.27(P=0.2)  

   

1.43.4 Opsomenorrhea  

Li 2014 0/38 2/40 100% 0.21[0.01,4.24]

Subtotal (95% CI) 38 40 100% 0.21[0.01,4.24]

Total events: 0 (CBT+ standard care), 2 (Standard care)  

Heterogeneity: Not applicable  

Test for overall effect: Z=1.02(P=0.31)  

Test for subgroup differences: Chi2=1.14, df=1 (P=0.77), I2=0%  

Favours CBT+ standard care 2000.005 100.1 1 Favours standard care

 
 

Analysis 1.44.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD
CARE ALONE, Outcome 44 Adverse e5ect/event(s): 2b. Specific - suicide attempt.

Study or subgroup CBT+ stan-
dard care

Standard care Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Fixed, 95% CI   M-H, Fixed, 95% CI

Garety 2008 13/133 8/140 86.66% 1.71[0.73,3.99]

Grawe 2006 4/30 1/20 13.34% 2.67[0.32,22.15]

   

Total (95% CI) 163 160 100% 1.84[0.84,4.04]

Total events: 17 (CBT+ standard care), 9 (Standard care)  

Heterogeneity: Tau2=0; Chi2=0.15, df=1(P=0.7); I2=0%  

Test for overall effect: Z=1.52(P=0.13)  
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Analysis 1.45.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus
STANDARD CARE ALONE, Outcome 45 Adverse e5ect/event(s): 2c. Specific - death.

Study or subgroup CBT+ stan-
dard care

Standard care Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Fixed, 95% CI   M-H, Fixed, 95% CI

1.45.1 Any cause  

Barrowclough 2001 1/18 2/18 11.54% 0.5[0.05,5.04]

Barrowclough 2010 2/164 5/163 28.95% 0.4[0.08,2.02]

Birchwood 2014 4/98 0/99 2.87% 9.09[0.5,166.63]

Farhall 2009 0/45 2/49 13.83% 0.22[0.01,4.41]

Garety 2008 0/133 3/140 19.69% 0.15[0.01,2.88]

Kuipers 1997 0/28 1/32 8.1% 0.38[0.02,8.95]

Lewis 2002 2/101 0/102 2.87% 5.05[0.25,103.88]

Startup 2004 0/47 1/43 9.03% 0.31[0.01,7.31]

Tarrier 1999 1/33 0/28 3.12% 2.56[0.11,60.44]

Subtotal (95% CI) 667 674 100% 0.78[0.38,1.58]

Total events: 10 (CBT+ standard care), 14 (Standard care)  

Heterogeneity: Tau2=0; Chi2=7.96, df=8(P=0.44); I2=0%  

Test for overall effect: Z=0.7(P=0.48)  

   

Total (95% CI) 667 674 100% 0.78[0.38,1.58]

Total events: 10 (CBT+ standard care), 14 (Standard care)  

Heterogeneity: Tau2=0; Chi2=7.96, df=8(P=0.44); I2=0%  

Test for overall effect: Z=0.7(P=0.48)  

Favours CBT+ standard care 2000.005 100.1 1 Favours standard care

 
 

Analysis 1.46.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE
ALONE, Outcome 46 Functioning: 1. General (average endpoint score GAF, high = good).

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

1.46.1 Short term  

Barrowclough 2014 48 39 (8.9) 24 39.7 (11.2) 100% -0.68[-5.82,4.47]

Subtotal *** 48   24   100% -0.68[-5.82,4.47]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.26(P=0.8)  

   

1.46.2 Medium term  

Barrowclough 2001 17 58.4 (13.6) 15 48.1 (15.3) 14.49% 10.28[0.22,20.34]

Barrowclough 2010 135 35 (9.5) 134 35.6 (9.4) 32.12% -0.64[-2.89,1.61]

Barrowclough 2014 48 39.9 (10.8) 23 41.4 (16.5) 19.7% -1.5[-8.91,5.91]

Startup 2004 39 57.7 (16.5) 36 48.2 (15.5) 20.07% 9.5[2.26,16.74]

Tarrier 2014 17 39.2 (19) 18 35.7 (12) 13.62% 3.5[-7.1,14.1]

Subtotal *** 256   226   100% 3.37[-1.66,8.41]

Heterogeneity: Tau2=19.24; Chi2=11.12, df=4(P=0.03); I2=64.03%  

Test for overall effect: Z=1.31(P=0.19)  

   

1.46.3 Long term  

Barrowclough 2001 17 60.1 (19) 17 53.4 (13) 9.22% 6.68[-4.25,17.61]
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Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Barrowclough 2010 119 36 (10.9) 115 36.2 (10.3) 35.01% -0.21[-2.93,2.51]

Barrowclough 2014 49 42 (14.7) 21 41.9 (16.5) 14.11% 0.08[-8.09,8.24]

Durham 2003 21 33.2 (7.7) 18 34.6 (7.7) 24.96% -1.4[-6.25,3.45]

Startup 2004 35 60.8 (14.7) 34 51.3 (15.6) 16.71% 9.5[2.34,16.66]

Subtotal *** 241   205   100% 1.79[-1.95,5.53]

Heterogeneity: Tau2=8.5; Chi2=8.13, df=4(P=0.09); I2=50.82%  

Test for overall effect: Z=0.94(P=0.35)  

Test for subgroup differences: Chi2=1.24, df=1 (P=0.54), I2=0%  

Favours standard care 5025-50 -25 0 Favours CBT+ standard care

 
 

Analysis 1.47.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE
ALONE, Outcome 47 Functioning: 2a. Social (average endpoint score ILSS, high = good).

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

1.47.1 Medium term  

Granholm 2005 29 0.7 (0.1) 32 0.7 (0.1) 100% 0.04[-0.02,0.09]

Subtotal *** 29   32   100% 0.04[-0.02,0.09]

Heterogeneity: Not applicable  

Test for overall effect: Z=1.24(P=0.21)  

   

1.47.2 Long term  

Granholm 2005 30 0.7 (0.1) 33 0.7 (0.1) 100% 0.05[0,0.11]

Subtotal *** 30   33   100% 0.05[0,0.11]

Heterogeneity: Not applicable  

Test for overall effect: Z=1.99(P=0.05)  

Test for subgroup differences: Chi2=0.26, df=1 (P=0.61), I2=0%  

Favaours standard care 4020-40 -20 0 Favours CBT+ standard care

 
 

Analysis 1.48.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE
ALONE, Outcome 48 Functioning: 2b. Social (average endpoint score SFS, high = good).

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

1.48.1 Medium term  

Barrowclough 2001 17 108.4 (8.4) 15 101.1 (9.9) 38.11% 7.27[0.86,13.68]

Startup 2004 39 102.3 (11.1) 36 97.4 (11.1) 61.89% 4.9[-0.13,9.93]

Subtotal *** 56   51   100% 5.8[1.85,9.76]

Heterogeneity: Tau2=0; Chi2=0.33, df=1(P=0.57); I2=0%  

Test for overall effect: Z=2.88(P=0)  

   

1.48.2 Long term  

Barrowclough 2001 17 106.6 (30) 17 100.2 (38.8) 4.39% 6.41[-16.9,29.72]

Startup 2004 35 105.9 (9.8) 34 99 (11.3) 95.61% 6.9[1.9,11.9]

Subtotal *** 52   51   100% 6.88[1.99,11.76]

Heterogeneity: Tau2=0; Chi2=0, df=1(P=0.97); I2=0%  

Test for overall effect: Z=2.76(P=0.01)  
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Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

Test for subgroup differences: Chi2=0.11, df=1 (P=0.74), I2=0%  

Favours standard care 4020-40 -20 0 Favours CBT+ standard care

 
 

Analysis 1.49.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE
ALONE, Outcome 49 Functioning: 2c. Social (average endpoint score SOFAS, high = good).

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

1.49.1 Short term  

Edwards 2011 23 55.4 (8.2) 25 54.4 (10.8) 100% 0.98[-4.4,6.36]

Subtotal *** 23   25   100% 0.98[-4.4,6.36]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.36(P=0.72)  

   

1.49.2 Medium term  

Gleeson 2009 41 63.8 (15.7) 40 64.8 (16.5) 100% -1[-8.02,6.02]

Subtotal *** 41   40   100% -1[-8.02,6.02]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.28(P=0.78)  

   

1.49.3 Long term  

Fowler 2009 33 53.8 (12.3) 38 54.8 (9.4) 38.6% -1[-6.15,4.15]

Garety 2008 111 53.7 (15.9) 113 52.2 (15.3) 61.4% 1.54[-2.54,5.63]

Subtotal *** 144   151   100% 0.56[-2.64,3.76]

Heterogeneity: Tau2=0; Chi2=0.57, df=1(P=0.45); I2=0%  

Test for overall effect: Z=0.34(P=0.73)  

Test for subgroup differences: Chi2=0.21, df=1 (P=0.9), I2=0%  

Favours standard care 4020-40 -20 0 Favours CBT+ standard care

 
 

Analysis 1.50.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE
ALONE, Outcome 50 Functioning: 2d. Social (average endpoint score PSP, high = good).

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

1.50.1 Short term  

Guo 2015 32 64.4 (11.3) 32 58.9 (13.8) 60.69% 5.5[-0.68,11.68]

Wang 2015 15 75.5 (9.8) 13 63.8 (10.8) 39.31% 11.77[4.09,19.45]

Subtotal *** 47   45   100% 7.96[3.15,12.78]

Heterogeneity: Tau2=0; Chi2=1.55, df=1(P=0.21); I2=35.67%  

Test for overall effect: Z=3.24(P=0)  

   

1.50.2 Medium term  

Guo 2015 32 69.1 (13) 32 63.4 (11.6) 51.19% 5.7[-0.34,11.74]

Wang 2015 15 78.5 (8) 13 69.7 (8.6) 48.81% 8.84[2.66,15.02]

Subtotal *** 47   45   100% 7.23[2.91,11.55]

Heterogeneity: Tau2=0; Chi2=0.51, df=1(P=0.48); I2=0%  

Test for overall effect: Z=3.28(P=0)  
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Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

   

1.50.3 Long term  

Guo 2015 32 75.6 (12.6) 32 61.9 (10.8) 48.59% 13.7[7.95,19.45]

Wang 2015 15 80.6 (7.3) 13 68.9 (7.7) 51.41% 11.68[6.09,17.27]

Subtotal *** 47   45   100% 12.66[8.65,16.67]

Heterogeneity: Tau2=0; Chi2=0.24, df=1(P=0.62); I2=0%  

Test for overall effect: Z=6.19(P<0.0001)  

Test for subgroup differences: Chi2=3.84, df=1 (P=0.15), I2=47.88%  

Favours standard care 4020-40 -20 0 Favours CBT+ standard care

 
 

Analysis 1.51.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE
ALONE, Outcome 51 Functioning: 2e. Social (average endpoint score UPSA, high = good).

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

1.51.1 Medium term  

Granholm 2005 32 0.7 (0.2) 32 0.7 (0.2) 100% -0.01[-0.1,0.08]

Subtotal *** 32   32   100% -0.01[-0.1,0.08]

Heterogeneity: Tau2=0; Chi2=0, df=0(P<0.0001); I2=100%  

Test for overall effect: Z=0.29(P=0.78)  

   

1.51.2 Long term  

Granholm 2005 27 0.7 (0.2) 31 0.7 (0.2) 100% 0.02[-0.07,0.11]

Subtotal *** 27   31   100% 0.02[-0.07,0.11]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.46(P=0.65)  

Test for subgroup differences: Chi2=0.27, df=1 (P=0.6), I2=0%  

Favours standard care 4020-40 -20 0 Favours CBT+ standard care

 
 

Analysis 1.52.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE
ALONE, Outcome 52 Functioning: 3. Life skills (average endpoint score LSP, high = poor).

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

1.52.1 Long term  

Farhall 2009 45 130.6 (12.9) 47 133.9 (11.9) 100% -3.32[-8.4,1.76]

Subtotal *** 45   47   100% -3.32[-8.4,1.76]

Heterogeneity: Not applicable  

Test for overall effect: Z=1.28(P=0.2)  

Favours CBT+ standard care 5025-50 -25 0 Favours standard care
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Analysis 1.53.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE,
Outcome 53 Functioning: 4a. Cognitive - overall (average total endpoint score WCST, high = poor).

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

1.53.1 Medium term  

Li 2015 50 73.2 (21.7) 50 73.5 (22.1) 100% -0.3[-8.89,8.29]

Subtotal *** 50   50   100% -0.3[-8.89,8.29]

Heterogeneity: Tau2=0; Chi2=0, df=0(P<0.0001); I2=100%  

Test for overall effect: Z=0.07(P=0.95)  

   

1.53.2 Long term  

Li 2015 50 62.4 (19.8) 50 72.2 (20.8) 100% -9.8[-17.76,-1.84]

Subtotal *** 50   50   100% -9.8[-17.76,-1.84]

Heterogeneity: Not applicable  

Test for overall effect: Z=2.41(P=0.02)  

Test for subgroup differences: Chi2=2.53, df=1 (P=0.11), I2=60.47%  

Favours CBT+ standard care 5025-50 -25 0 Favours standard care

 
 

Analysis 1.54.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE,
Outcome 54 Functioning: 4b. Cognitive - memory (average endpoint score WMS, high = good).

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

1.54.1 Short term  

Sun 2014 50 90.9 (19.5) 50 81.6 (20.3) 100% 9.33[1.54,17.12]

Subtotal *** 50   50   100% 9.33[1.54,17.12]

Heterogeneity: Not applicable  

Test for overall effect: Z=2.35(P=0.02)  

Favours standard care 5025-50 -25 0 Favours CBT+ standard care

 
 

Analysis 1.55.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE,
Outcome 55 Functioning: 4c. Cognitive - memory (average endpoint score CMS, high = good).

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

1.55.1 Medium term  

Li 2015 50 64.3 (20.1) 50 63.9 (19.8) 100% 0.4[-7.42,8.22]

Subtotal *** 50   50   100% 0.4[-7.42,8.22]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.1(P=0.92)  

   

1.55.2 Long term  

Li 2015 50 65.6 (17.8) 50 64.7 (18.6) 100% 0.9[-6.24,8.04]

Subtotal *** 50   50   100% 0.9[-6.24,8.04]

Heterogeneity: Tau2=0; Chi2=0, df=0(P<0.0001); I2=100%  

Test for overall effect: Z=0.25(P=0.8)  

Test for subgroup differences: Chi2=0.01, df=1 (P=0.93), I2=0%  
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Analysis 1.56.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE,
Outcome 56 Functioning: 4d. Cognitive - various (average endpoint score MCCB, high = poor) - medium term.

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

1.56.1 Continuous performance  

Hu 2013 40 110.2 (19.7) 39 154.3 (17.9) 100% -44.1[-52.4,-35.8]

Subtotal *** 40   39   100% -44.1[-52.4,-35.8]

Heterogeneity: Not applicable  

Test for overall effect: Z=10.42(P<0.0001)  

   

1.56.2 Mood management  

Hu 2013 40 5.4 (0.9) 39 7 (1.5) 100% -1.6[-2.15,-1.05]

Subtotal *** 40   39   100% -1.6[-2.15,-1.05]

Heterogeneity: Not applicable  

Test for overall effect: Z=5.73(P<0.0001)  

   

1.56.3 Sematic influencing  

Hu 2013 40 12 (4.3) 39 14.4 (5.7) 100% -2.4[-4.63,-0.17]

Subtotal *** 40   39   100% -2.4[-4.63,-0.17]

Heterogeneity: Not applicable  

Test for overall effect: Z=2.11(P=0.03)  

   

1.56.4 Verbal memory  

Hu 2013 40 14.2 (3.5) 39 17 (6.3) 100% -2.8[-5.06,-0.54]

Subtotal *** 40   39   100% -2.8[-5.06,-0.54]

Heterogeneity: Not applicable  

Test for overall effect: Z=2.43(P=0.01)  

   

1.56.5 Visual memory  

Hu 2013 40 12.3 (6.9) 39 14.9 (6.9) 100% -2.6[-5.64,0.44]

Subtotal *** 40   39   100% -2.6[-5.64,0.44]

Heterogeneity: Not applicable  

Test for overall effect: Z=1.67(P=0.09)  

Test for subgroup differences: Chi2=101.55, df=1 (P<0.0001), I2=96.06%  

Favours CBT+ standard care 5025-50 -25 0 Favours standard care

 
 

Analysis 1.57.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE
ALONE, Outcome 57 Functioning: 5. Intelligence (average endpoint score WAIS, high = good).

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

1.57.1 Short term  

Sun 2014 50 102.9 (18.6) 50 98 (18.7) 100% 4.89[-2.43,12.21]

Subtotal *** 50   50   100% 4.89[-2.43,12.21]

Heterogeneity: Not applicable  

Test for overall effect: Z=1.31(P=0.19)  

   

1.57.2 Medium term  

Hu 2014 40 105.2 (5.9) 40 93.4 (5.8) 100% 11.83[9.27,14.39]
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Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

Subtotal *** 40   40   100% 11.83[9.27,14.39]

Heterogeneity: Not applicable  

Test for overall effect: Z=9.05(P<0.0001)  

Test for subgroup differences: Chi2=3.08, df=1 (P=0.08), I2=67.49%  

Favours standard care 5025-50 -25 0 Favours CBT+ standard care

 
 

Analysis 1.58.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE
ALONE, Outcome 58 Functioning: 6. Disability (average endpoint score WHODAS, high = poor).

Study or subgroup CBT+ stan-
dard care

Stan-
dard care

Mean Dif-
ference

Mean Difference Weight Mean Difference

  N N (SE) IV, Fixed, 95% CI   IV, Fixed, 95% CI

Naeem 2016 0 0 -10.5 (2.107) 100% -10.52[-14.65,-6.39]

   

Total (95% CI)       100% -10.52[-14.65,-6.39]

Heterogeneity: Not applicable  

Test for overall effect: Z=4.99(P<0.0001)  

Favours CBT+ standard care 10050-100 -50 0 Favours standard care

 
 

Analysis 1.59.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE, Outcome
59 Quality of life: 1a. General (average total endpoint score various scales, high = good) - short term.

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

1.59.1 QLS  

Edwards 2011 23 54.8 (16.5) 25 56.7 (14.2) 100% -1.9[-10.63,6.83]

Subtotal *** 23   25   100% -1.9[-10.63,6.83]

Heterogeneity: Tau2=0; Chi2=0, df=0(P<0.0001); I2=100%  

Test for overall effect: Z=0.43(P=0.67)  

   

1.59.2 WHOQOL-BREF  

Wang 2015 15 76.4 (12.3) 13 69.8 (9.2) 100% 6.64[-1.36,14.64]

Subtotal *** 15   13   100% 6.64[-1.36,14.64]

Heterogeneity: Not applicable  

Test for overall effect: Z=1.63(P=0.1)  

Test for subgroup differences: Chi2=2, df=1 (P=0.16), I2=49.92%  

Favours standard care 5025-50 -25 0 Favours CBT+ standard care

 
 

Analysis 1.60.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE, Outcome
60 Quality of life: 1b. General (average total endpoint score various scales, high = good) - medium term.

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

1.60.1 WHOQOL-BREF  
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Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

Wang 2015 15 78.3 (12) 13 70.1 (8.2) 100% 8.2[0.66,15.74]

Subtotal *** 15   13   100% 8.2[0.66,15.74]

Heterogeneity: Not applicable  

Test for overall effect: Z=2.13(P=0.03)  

Favours standard care 5025-50 -25 0 Favours CBT+ standard care

 
 

Analysis 1.61.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE,
Outcome 61 Quality of life: 1c. General (average total endpoint score various scales, high = good) - long term.

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

1.61.1 QLS  

Fowler 2009 33 72.5 (18.5) 38 76.1 (14) 100% -3.6[-11.32,4.12]

Subtotal *** 33   38   100% -3.6[-11.32,4.12]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.91(P=0.36)  

   

1.61.2 GQOLI-74  

Cao 2014 40 16.4 (2.2) 40 13.6 (3.2) 100% 2.82[1.62,4.02]

Subtotal *** 40   40   100% 2.82[1.62,4.02]

Heterogeneity: Not applicable  

Test for overall effect: Z=4.6(P<0.0001)  

   

1.61.3 WHOQOL-BREF  

Wang 2015 15 78.9 (10.8) 13 70.1 (10.3) 100% 8.85[1.01,16.69]

Subtotal *** 15   13   100% 8.85[1.01,16.69]

Heterogeneity: Not applicable  

Test for overall effect: Z=2.21(P=0.03)  

   

1.61.4 EuroQOL  

Garety 2008 92 58.4 (23) 98 62.9 (20) 100% -4.5[-10.65,1.65]

Subtotal *** 92   98   100% -4.5[-10.65,1.65]

Heterogeneity: Not applicable  

Test for overall effect: Z=1.43(P=0.15)  

Test for subgroup differences: Chi2=10.16, df=1 (P=0.02), I2=70.48%  

Favours standard care 5025-50 -25 0 Favours CBT+ standard care

 
 

Analysis 1.62.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE
ALONE, Outcome 62 Quality of life: 1d. General (average total endpoint score SQLS, high = poor).

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

1.62.1 Medium term  

Lu 2014 52 66.6 (25.7) 52 96.1 (30.2) 100% -29.5[-40.28,-18.72]

Subtotal *** 52   52   100% -29.5[-40.28,-18.72]

Heterogeneity: Not applicable  

Test for overall effect: Z=5.36(P<0.0001)  

Favours CBT+ standard care 5025-50 -25 0 Favours standard care
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Analysis 1.63.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE,
Outcome 63 Quality of life: 2a. Specific - physical (average endpoint score WHOQOL-BREF, high = good).

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

1.63.1 Short term  

Wang 2015 15 22.4 (4.4) 13 20.7 (2.8) 100% 1.71[-1.01,4.43]

Subtotal *** 15   13   100% 1.71[-1.01,4.43]

Heterogeneity: Not applicable  

Test for overall effect: Z=1.23(P=0.22)  

   

1.63.2 Medium term  

Gleeson 2009 41 68.6 (15.3) 40 65.8 (20.4) 9.3% 2.8[-5.07,10.67]

Wang 2015 15 23.2 (3.9) 13 20.6 (2.9) 90.7% 2.58[0.06,5.1]

Subtotal *** 56   53   100% 2.6[0.2,5]

Heterogeneity: Tau2=0; Chi2=0, df=1(P=0.96); I2=0%  

Test for overall effect: Z=2.12(P=0.03)  

   

1.63.3 Long term  

Wang 2015 15 23.4 (3.3) 13 20.7 (3.7) 100% 2.71[0.11,5.31]

Subtotal *** 15   13   100% 2.71[0.11,5.31]

Heterogeneity: Not applicable  

Test for overall effect: Z=2.04(P=0.04)  

Test for subgroup differences: Chi2=0.33, df=1 (P=0.85), I2=0%  

Favours standard care 105-10 -5 0 Favours CBT+ standard care

 
 

Analysis 1.64.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE,
Outcome 64 Quality of life: 2b. Specific - physical (average endpoint score GQOLI-74, high = good).

Study or subgroup [CBT+ stan-
dard care]

[Standard care] Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

1.64.1 Long term  

Cao 2014 40 59.6 (9.4) 40 45.9 (9.2) 100% 13.69[9.62,17.76]

Subtotal *** 40   40   100% 13.69[9.62,17.76]

Heterogeneity: Not applicable  

Test for overall effect: Z=6.59(P<0.0001)  

Favours standard care 105-10 -5 0 Favours CBT+ standard care

 
 

Analysis 1.65.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE,
Outcome 65 Quality of life: 3a. Specific - psychological (average endpoint score WHOQOL-BREF, high = good).

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

1.65.1 Short term  

Wang 2015 15 19.5 (2.8) 13 17.3 (2.5) 100% 2.22[0.28,4.16]

Subtotal *** 15   13   100% 2.22[0.28,4.16]

Heterogeneity: Not applicable  

Favours standard care 2010-20 -10 0 Favours CBT+ standard care
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Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

Test for overall effect: Z=2.25(P=0.02)  

   

1.65.2 Medium term  

Gleeson 2009 41 56.4 (20.9) 40 53.5 (24) 3.4% 2.9[-6.91,12.71]

Wang 2015 15 20.1 (2.3) 13 17.6 (2.6) 96.6% 2.51[0.67,4.35]

Subtotal *** 56   53   100% 2.52[0.71,4.33]

Heterogeneity: Tau2=0; Chi2=0.01, df=1(P=0.94); I2=0%  

Test for overall effect: Z=2.73(P=0.01)  

   

1.65.3 Long term  

Wang 2015 15 20.1 (1.8) 13 17.7 (2.9) 100% 2.37[0.56,4.18]

Subtotal *** 15   13   100% 2.37[0.56,4.18]

Heterogeneity: Not applicable  

Test for overall effect: Z=2.56(P=0.01)  

Test for subgroup differences: Chi2=0.05, df=1 (P=0.98), I2=0%  

Favours standard care 2010-20 -10 0 Favours CBT+ standard care

 
 

Analysis 1.66.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE,
Outcome 66 Quality of life: 3b. Specific - psychological (average endpoint score GQOL-74, high = good).

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

1.66.1 Long term  

Cao 2014 40 62.3 (9.9) 40 45.3 (8.1) 100% 17.03[13.07,20.99]

Subtotal *** 40   40   100% 17.03[13.07,20.99]

Heterogeneity: Not applicable  

Test for overall effect: Z=8.43(P<0.0001)  

Favours standard care 2010-20 -10 0 Favours CBT+ standard care

 
 

Analysis 1.67.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE,
Outcome 67 Quality of life: 3c. Specific - psychological (average endpoint score SQLS, high = poor).

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

1.67.1 Medium term  

Chen 2015 25 18.3 (6.2) 25 19.6 (7.9) 100% -1.26[-5.19,2.67]

Subtotal *** 25   25   100% -1.26[-5.19,2.67]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.63(P=0.53)  

Favours CBT+ standard care 5025-50 -25 0 Favours standard care
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Analysis 1.68.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE, Outcome 68
Quality of life: 4a. Specific - various other aspects (average endpoint score WHQOL-BREF, high = good) - short term.

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

1.68.1 Environment  

Wang 2015 15 25.1 (5.3) 13 23.3 (4.2) 100% 1.82[-1.71,5.35]

Subtotal *** 15   13   100% 1.82[-1.71,5.35]

Heterogeneity: Tau2=0; Chi2=0, df=0(P<0.0001); I2=100%  

Test for overall effect: Z=1.01(P=0.31)  

   

1.68.2 Social relationship  

Wang 2015 15 9.3 (2) 13 8.5 (2) 100% 0.87[-0.62,2.36]

Subtotal *** 15   13   100% 0.87[-0.62,2.36]

Heterogeneity: Not applicable  

Test for overall effect: Z=1.14(P=0.25)  

Test for subgroup differences: Chi2=0.24, df=1 (P=0.63), I2=0%  

Favours standard care 4020-40 -20 0 Favours CBT+ standard care

 
 

Analysis 1.69.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus
STANDARD CARE ALONE, Outcome 69 Quality of life: 4b. Specific - various other
aspects (average endpoint score various scales, high = good) - medium term.

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

1.69.1 Environment (WHOQOL-BREF)  

Gleeson 2009 41 66.1 (14.3) 40 61.6 (17.9) 15.47% 4.5[-2.57,11.57]

Wang 2015 15 25.7 (5) 13 23.5 (3.1) 84.53% 2.21[-0.81,5.23]

Subtotal *** 56   53   100% 2.56[-0.21,5.34]

Heterogeneity: Tau2=0; Chi2=0.34, df=1(P=0.56); I2=0%  

Test for overall effect: Z=1.81(P=0.07)  

   

1.69.2 Physical functioning (SF-36)  

Liu 2012 47 81.6 (11.8) 42 59.3 (10.6) 100% 22.3[17.65,26.95]

Subtotal *** 47   42   100% 22.3[17.65,26.95]

Heterogeneity: Not applicable  

Test for overall effect: Z=9.39(P<0.0001)  

   

1.69.3 Role emotional (SF-36)  

Liu 2012 47 82.3 (17.3) 42 55.4 (17.1) 100% 26.9[19.74,34.06]

Subtotal *** 47   42   100% 26.9[19.74,34.06]

Heterogeneity: Not applicable  

Test for overall effect: Z=7.37(P<0.0001)  

   

1.69.4 Role physical (SF-36)  

Liu 2012 47 83.1 (12.7) 42 51.9 (12.6) 100% 31.2[25.94,36.46]

Subtotal *** 47   42   100% 31.2[25.94,36.46]

Heterogeneity: Not applicable  

Test for overall effect: Z=11.62(P<0.0001)  

   

1.69.5 Social relationship (WHOQOL-BREF)  

Gleeson 2009 41 57.7 (23.7) 40 56.5 (26) 1.91% 1.2[-9.64,12.04]

Favours standard care 4020-40 -20 0 Favours CBT+ standard care
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Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

Wang 2015 15 9.3 (2.3) 13 8.4 (1.8) 98.09% 0.89[-0.62,2.4]

Subtotal *** 56   53   100% 0.9[-0.6,2.39]

Heterogeneity: Tau2=0; Chi2=0, df=1(P=0.96); I2=0%  

Test for overall effect: Z=1.17(P=0.24)  

Test for subgroup differences: Chi2=216.02, df=1 (P<0.0001), I2=98.15%  

Favours standard care 4020-40 -20 0 Favours CBT+ standard care

 
 

Analysis 1.70.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE, Outcome 70
Quality of life: 4c. Specific - various other aspects (average endpoint score various scales, high = good) - long term.

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

1.70.1 Environment (WHOQOL-BREF)  

Wang 2015 15 26.1 (4.7) 13 23.3 (3.6) 100% 2.76[-0.31,5.83]

Subtotal *** 15   13   100% 2.76[-0.31,5.83]

Heterogeneity: Tau2=0; Chi2=0, df=0(P<0.0001); I2=100%  

Test for overall effect: Z=1.76(P=0.08)  

   

1.70.2 Social function (GQOLI-74)  

Cao 2014 40 64.4 (10.3) 40 48.2 (10.1) 100% 16.19[11.72,20.66]

Subtotal *** 40   40   100% 16.19[11.72,20.66]

Heterogeneity: Not applicable  

Test for overall effect: Z=7.1(P<0.0001)  

   

1.70.3 Social relationship (WHOQOL-BREF)  

Wang 2015 15 9.4 (2) 13 8.4 (2.2) 100% 1.02[-0.55,2.59]

Subtotal *** 15   13   100% 1.02[-0.55,2.59]

Heterogeneity: Not applicable  

Test for overall effect: Z=1.28(P=0.2)  

Test for subgroup differences: Chi2=39.41, df=1 (P<0.0001), I2=94.93%  

Favours standard care 4020-40 -20 0 Favours CBT+ standard care

 
 

Analysis 1.71.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE, Outcome 71
Quality of life: 4d. Specific - various aspects (average endpoint score various scales, high = poor) - medium term.

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

1.71.1 Insight / treatment attitude (SQLS)  

Chen 2015 25 14.5 (2.1) 25 11.4 (2.1) 100% 3.14[1.96,4.32]

Subtotal *** 25   25   100% 3.14[1.96,4.32]

Heterogeneity: Tau2=0; Chi2=0, df=0(P<0.0001); I2=100%  

Test for overall effect: Z=5.23(P<0.0001)  

   

1.71.2 Motivation / vitality (SQLS)  

Chen 2015 25 24.7 (4.5) 25 26.8 (4.3) 69.52% -2.08[-4.51,0.35]

Lu 2014 52 35.6 (8.5) 52 42.1 (10.5) 30.48% -6.5[-10.17,-2.83]

Subtotal *** 77   77   100% -3.43[-5.45,-1.4]

Favours CBT+ standard care 5025-50 -25 0 Favours standard care
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Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

Heterogeneity: Tau2=0; Chi2=3.87, df=1(P=0.05); I2=74.16%  

Test for overall effect: Z=3.31(P=0)  

   

1.71.3 Social function (SDSS)  

Qiu 2014b 30 2.6 (1.3) 29 4.1 (1.9) 100% -1.51[-2.34,-0.68]

Subtotal *** 30   29   100% -1.51[-2.34,-0.68]

Heterogeneity: Not applicable  

Test for overall effect: Z=3.55(P=0)  

   

1.71.4 Symptoms / side effects (SQLS)  

Chen 2015 25 14.6 (4.3) 25 14.9 (4.8) 100% -0.25[-2.76,2.26]

Subtotal *** 25   25   100% -0.25[-2.76,2.26]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.2(P=0.84)  

Test for subgroup differences: Chi2=50.04, df=1 (P<0.0001), I2=94%  

Favours CBT+ standard care 5025-50 -25 0 Favours standard care

 
 

Analysis 1.72.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE, Outcome 72
Quality of life: 5a. Specific - psychological (average endpoint score SQLS, high = poor) - medium term (skewed data).

Quality of life: 5a. Specific - psychological (average endpoint score SQLS, high = poor) - medium term (skewed data)

Study Interventions Mean SD N

Lu 2014 CBT + standard care 17.5 13.2 52

Lu 2014 Standard care 27.4 16.3 52

 
 

Analysis 1.73.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE, Outcome 73
Quality of life: 5b. Specific - role functioning (average endpoint score QLS, high = good) - long term (skewed data).

Quality of life: 5b. Specific - role functioning (average endpoint score QLS, high = good) - long term (skewed data)

Study Interventions Mean SD N

Fowler 2009 CBT + standard care 7.2 5.7 33

Fowler 2009 Standard care 9 5.6 38

 
 

Analysis 1.74.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus
STANDARD CARE ALONE, Outcome 74 Quality of life: 5c. Specific - symptoms/side
e5ects (average endpoint score SQLS, high = poor) - medium term (skewed data).

Quality of life: 5c. Specific - symptoms/side effects (average endpoint score SQLS, high = poor) - medium term (skewed data)

Study Interventions Mean SD N

Lu 2014 CBT + standard care 13.5 10.8 52

Lu 2014 Standard care 24.8 16.6 52
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Analysis 1.75.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE
ALONE, Outcome 75 Satisfaction with treatment: 1. Leaving the study early - for any reason.

Study or subgroup CBT+ stan-
dard care

Standard care Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Fixed, 95% CI   M-H, Fixed, 95% CI

1.75.1 Short term  

Barrowclough 2014 16/75 11/35 18.56% 0.68[0.35,1.31]

Chen 2014 8/45 7/45 8.66% 1.14[0.45,2.89]

Freeman 2015 5/73 4/77 4.82% 1.32[0.37,4.72]

He 2012 15/50 10/50 12.37% 1.5[0.75,3.01]

Lewis 2002 17/101 21/102 25.86% 0.82[0.46,1.46]

Naeem 2015 6/59 8/57 10.07% 0.72[0.27,1.96]

Naeem 2016 3/18 2/15 2.7% 1.25[0.24,6.53]

Tarrier 1999 9/33 1/28 1.34% 7.64[1.03,56.63]

Velligan 2014 6/43 5/42 6.26% 1.17[0.39,3.55]

Wang 2008 2/45 3/44 3.75% 0.65[0.11,3.71]

Zhang 2014 2/39 2/40 2.44% 1.03[0.15,6.92]

Zhao 2013 0/50 2/48 3.16% 0.19[0.01,3.9]

Subtotal (95% CI) 631 583 100% 1.02[0.77,1.35]

Total events: 89 (CBT+ standard care), 76 (Standard care)  

Heterogeneity: Tau2=0; Chi2=9.34, df=11(P=0.59); I2=0%  

Test for overall effect: Z=0.16(P=0.87)  

   

1.75.2 Medium term  

Barrowclough 2001 4/18 7/18 4.62% 0.57[0.2,1.62]

Barrowclough 2010 29/164 29/163 19.2% 0.99[0.62,1.59]

Barrowclough 2014 11/75 11/35 9.9% 0.47[0.22,0.97]

Gleeson 2009 7/41 4/40 2.67% 1.71[0.54,5.38]

Granholm 2005 6/39 5/37 3.39% 1.14[0.38,3.41]

Jackson 2009 10/36 6/30 4.32% 1.39[0.57,3.38]

Liu 2012 9/56 14/56 9.24% 0.64[0.3,1.36]

Tarrier 2014 8/25 6/24 4.04% 1.28[0.52,3.14]

Trower 2004 4/18 5/20 3.13% 0.89[0.28,2.81]

Tuikington 2002 46/257 40/165 32.15% 0.74[0.51,1.08]

Velligan 2014 19/43 11/42 7.34% 1.69[0.92,3.1]

Subtotal (95% CI) 772 630 100% 0.91[0.74,1.11]

Total events: 153 (CBT+ standard care), 138 (Standard care)  

Heterogeneity: Tau2=0; Chi2=12.79, df=10(P=0.24); I2=21.82%  

Test for overall effect: Z=0.94(P=0.35)  

   

1.75.3 Long term  

Barrowclough 2001 3/18 5/18 2.81% 0.6[0.17,2.14]

Barrowclough 2010 35/164 46/163 25.92% 0.76[0.52,1.11]

Barrowclough 2014 21/75 13/35 9.96% 0.75[0.43,1.32]

Birchwood 2014 25/98 15/99 8.39% 1.68[0.95,3]

Durham 2003 1/22 4/21 2.3% 0.24[0.03,1.96]

England 2007 0/44 0/21   Not estimable

Farhall 2009 7/45 7/49 3.77% 1.09[0.41,2.86]

Fowler 2009 2/35 4/42 2.04% 0.6[0.12,3.08]

Garety 2008 22/133 21/140 11.5% 1.1[0.64,1.91]

Grawe 2006 0/30 0/20   Not estimable

Gumley 2003 6/72 5/72 2.81% 1.2[0.38,3.76]

Guo 2015 2/32 9/32 5.06% 0.22[0.05,0.95]

Favours CBT+ standard care 100.1 50.2 20.5 1 Favours standard care
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Study or subgroup CBT+ stan-
dard care

Standard care Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Fixed, 95% CI   M-H, Fixed, 95% CI

Jackson 2009 14/36 6/30 3.68% 1.94[0.85,4.43]

Kuipers 1997 4/28 7/32 3.67% 0.65[0.21,2]

Li 2014 2/40 0/40 0.28% 5[0.25,100.97]

Li 2015a 2/48 6/44 3.52% 0.31[0.07,1.44]

Rector 2003 8/29 8/21 5.21% 0.72[0.32,1.62]

Velligan 2014 19/43 15/42 8.53% 1.24[0.73,2.1]

Wang 2015 1/16 1/16 0.56% 1[0.07,14.64]

Subtotal (95% CI) 1008 937 100% 0.93[0.77,1.12]

Total events: 174 (CBT+ standard care), 172 (Standard care)  

Heterogeneity: Tau2=0; Chi2=20.62, df=16(P=0.19); I2=22.41%  

Test for overall effect: Z=0.78(P=0.44)  

Test for subgroup differences: Chi2=0.49, df=1 (P=0.78), I2=0%  

Favours CBT+ standard care 100.1 50.2 20.5 1 Favours standard care

 
 

Analysis 1.76.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD
CARE ALONE, Outcome 76 Engagement with services: 1a. Compliance to medication.

Study or subgroup CBT+ stan-
dard care

Standard care Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Random, 95% CI   M-H, Random, 95% CI

1.76.1 Short term  

Cao 2014 39/40 38/40 31.41% 1.03[0.94,1.12]

Chen 2014 9/37 3/38 13.2% 3.08[0.9,10.5]

Zhang 2014 25/37 13/38 25.78% 1.98[1.2,3.24]

Zou 2013 14/15 13/16 29.6% 1.15[0.88,1.51]

Subtotal (95% CI) 129 132 100% 1.45[0.81,2.6]

Total events: 87 (CBT+ standard care), 67 (Standard care)  

Heterogeneity: Tau2=0.28; Chi2=38.64, df=3(P<0.0001); I2=92.24%  

Test for overall effect: Z=1.25(P=0.21)  

   

1.76.2 Medium term  

Pan 2012 27/34 24/34 45.6% 1.13[0.85,1.48]

Qiu 2014b 28/30 21/30 54.4% 1.33[1.04,1.72]

Subtotal (95% CI) 64 64 100% 1.23[1.02,1.49]

Total events: 55 (CBT+ standard care), 45 (Standard care)  

Heterogeneity: Tau2=0; Chi2=0.8, df=1(P=0.37); I2=0%  

Test for overall effect: Z=2.21(P=0.03)  

   

1.76.3 Long term  

Cao 2014 37/40 26/40 67.95% 1.42[1.12,1.82]

Pan 2012 24/34 20/34 32.05% 1.2[0.84,1.71]

Subtotal (95% CI) 74 74 100% 1.35[1.1,1.65]

Total events: 61 (CBT+ standard care), 46 (Standard care)  

Heterogeneity: Tau2=0; Chi2=0.63, df=1(P=0.43); I2=0%  

Test for overall effect: Z=2.91(P=0)  

Test for subgroup differences: Chi2=0.56, df=1 (P=0.76), I2=0%  

Favours standard care 200.05 50.2 1 Favours CBT+ standard care
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Analysis 1.77.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD
CARE ALONE, Outcome 77 Engagement with services: 1b. Refusing treatment.

Study or subgroup CBT+ stan-
dard care

Standard care Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Fixed, 95% CI   M-H, Fixed, 95% CI

1.77.1 Short term  

Li 2013a 2/60 4/58 40.4% 0.48[0.09,2.54]

Wang 2012 3/36 6/36 59.6% 0.5[0.14,1.85]

Subtotal (95% CI) 96 94 100% 0.49[0.18,1.38]

Total events: 5 (CBT+ standard care), 10 (Standard care)  

Heterogeneity: Tau2=0; Chi2=0, df=1(P=0.97); I2=0%  

Test for overall effect: Z=1.35(P=0.18)  

Favours CBT+ standard care 200.05 50.2 1 Favours standard care

 
 

Analysis 1.78.   Comparison 1 COMPARISON 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE, Outcome
78 Engagement with services: 1c. Compliance with medication (average endpoint score MARS, high = good).

Study or subgroup CBT+ standard care Standard care Mean Difference Weight Mean Difference

  N Mean(SD) N Mean(SD) Fixed, 95% CI   Fixed, 95% CI

1.78.1 Medium term  

Gleeson 2009 41 6.5 (2) 40 7.1 (1.7) 100% -0.6[-1.41,0.21]

Subtotal *** 41   40   100% -0.6[-1.41,0.21]

Heterogeneity: Not applicable  

Test for overall effect: Z=1.46(P=0.15)  

   

1.78.2 Long term  

Qian 2012 45 87.1 (11.4) 45 49.1 (10.6) 100% 38.02[33.48,42.56]

Subtotal *** 45   45   100% 38.02[33.48,42.56]

Heterogeneity: Not applicable  

Test for overall effect: Z=16.41(P<0.0001)  

Test for subgroup differences: Chi2=269.18, df=1 (P<0.0001), I2=99.63%  

Favours standard care 5025-50 -25 0 Favours CBT+ standard care

 
 

Comparison 2.   SENSITIVITY ANALYSIS 1: CBT+ STANDARD CARE versus STANDARD CARE ALONE (NON-BLIND
OUTCOME ASSESSMENT)

Outcome or subgroup title No. of studies No. of partici-
pants

Statistical method Effect size

1 Global state: 1. Relapse - long term 13   Risk Ratio (M-H, Fixed,
95% CI)

Subtotals only

1.1 With non-blind outcome assessment
studies

13 1538 Risk Ratio (M-H, Fixed,
95% CI)

0.86 [0.74, 0.99]

1.2 Without non-blinded outcome assess-
ment studies

12 1394 Risk Ratio (M-H, Fixed,
95% CI)

0.89 [0.77, 1.04]
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Outcome or subgroup title No. of studies No. of partici-
pants

Statistical method Effect size

2 Mental state: 1. General - clinically im-
portant change (no improvement) - long
term

5   Risk Ratio (M-H, Random,
95% CI)

Subtotals only

2.1 With non-blind outcome assessment
studies

5 496 Risk Ratio (M-H, Random,
95% CI)

0.82 [0.65, 1.02]

2.2 Without non-blind outcome assess-
ment studies

4 436 Risk Ratio (M-H, Random,
95% CI)

0.83 [0.63, 1.08]

 
 

Analysis 2.1.   Comparison 2 SENSITIVITY ANALYSIS 1: CBT+ STANDARD CARE versus STANDARD
CARE ALONE (NON-BLIND OUTCOME ASSESSMENT), Outcome 1 Global state: 1. Relapse - long term.

Study or subgroup CBT+ stan-
dard care

Standard care Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Fixed, 95% CI   M-H, Fixed, 95% CI

2.1.1 With non-blind outcome assessment studies  

Barrowclough 2001 7/18 12/18 4.74% 0.58[0.3,1.13]

Barrowclough 2010 64/164 62/163 24.56% 1.03[0.78,1.35]

Barrowclough 2014 11/75 7/35 3.77% 0.73[0.31,1.73]

Cao 2014 5/40 17/40 6.71% 0.29[0.12,0.72]

Garety 2008 27/133 23/140 8.85% 1.24[0.75,2.04]

Grawe 2006 14/30 13/20 6.16% 0.72[0.44,1.18]

Gumley 2003 13/72 25/72 9.87% 0.52[0.29,0.93]

Guo 2015 3/32 4/32 1.58% 0.75[0.18,3.09]

Lewis 2002 55/101 52/102 20.43% 1.07[0.82,1.39]

Pan 2012 3/34 8/34 3.16% 0.38[0.11,1.29]

Qian 2012 5/45 9/45 3.55% 0.56[0.2,1.53]

Tarrier 1999 16/33 9/28 3.85% 1.51[0.79,2.87]

Wang 2015 1/16 7/16 2.76% 0.14[0.02,1.03]

Subtotal (95% CI) 793 745 100% 0.86[0.74,0.99]

Total events: 224 (CBT+ standard care), 248 (Standard care)  

Heterogeneity: Tau2=0; Chi2=25.21, df=12(P=0.01); I2=52.4%  

Test for overall effect: Z=2.11(P=0.03)  

   

2.1.2 Without non-blinded outcome assessment studies  

Barrowclough 2001 7/18 12/18 5.26% 0.58[0.3,1.13]

Barrowclough 2010 64/164 62/163 27.25% 1.03[0.78,1.35]

Barrowclough 2014 11/75 7/35 4.18% 0.73[0.31,1.73]

Cao 2014 5/40 17/40 7.45% 0.29[0.12,0.72]

Garety 2008 27/133 23/140 9.82% 1.24[0.75,2.04]

Grawe 2006 14/30 13/20 6.84% 0.72[0.44,1.18]

Guo 2015 3/32 4/32 1.75% 0.75[0.18,3.09]

Lewis 2002 55/101 52/102 22.67% 1.07[0.82,1.39]

Pan 2012 3/34 8/34 3.51% 0.38[0.11,1.29]

Qian 2012 5/45 9/45 3.94% 0.56[0.2,1.53]

Tarrier 1999 16/33 9/28 4.27% 1.51[0.79,2.87]

Wang 2015 1/16 7/16 3.07% 0.14[0.02,1.03]

Subtotal (95% CI) 721 673 100% 0.89[0.77,1.04]

Favours CBT+ standard care 50.2 20.5 1 Favours standard care
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Study or subgroup CBT+ stan-
dard care

Standard care Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Fixed, 95% CI   M-H, Fixed, 95% CI

Total events: 211 (CBT+ standard care), 223 (Standard care)  

Heterogeneity: Tau2=0; Chi2=21.47, df=11(P=0.03); I2=48.77%  

Test for overall effect: Z=1.49(P=0.14)  

Test for subgroup differences: Chi2=0.16, df=1 (P=0.69), I2=0%  

Favours CBT+ standard care 50.2 20.5 1 Favours standard care

 
 

Analysis 2.2.   Comparison 2 SENSITIVITY ANALYSIS 1: CBT+ STANDARD CARE versus
STANDARD CARE ALONE (NON-BLIND OUTCOME ASSESSMENT), Outcome 2 Mental
state: 1. General - clinically important change (no improvement) - long term.

Study or subgroup CBT+ stan-
dard care

Standard care Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Random, 95% CI   M-H, Random, 95% CI

2.2.1 With non-blind outcome assessment studies  

Durham 2003 19/22 20/21 31.98% 0.91[0.75,1.1]

Garety 2008 9/131 18/137 7.26% 0.52[0.24,1.12]

Guo 2015 12/32 19/32 12.63% 0.63[0.37,1.07]

Kuipers 1997 14/28 22/32 16.26% 0.73[0.47,1.13]

Tarrier 1999 28/33 25/28 31.88% 0.95[0.78,1.15]

Subtotal (95% CI) 246 250 100% 0.82[0.65,1.02]

Total events: 82 (CBT+ standard care), 104 (Standard care)  

Heterogeneity: Tau2=0.03; Chi2=9.1, df=4(P=0.06); I2=56.02%  

Test for overall effect: Z=1.77(P=0.08)  

   

2.2.2 Without non-blind outcome assessment studies  

Durham 2003 19/22 20/21 37.23% 0.91[0.75,1.1]

Garety 2008 9/131 18/137 9.51% 0.52[0.24,1.12]

Guo 2015 12/32 19/32 16.12% 0.63[0.37,1.07]

Tarrier 1999 28/33 25/28 37.13% 0.95[0.78,1.15]

Subtotal (95% CI) 218 218 100% 0.83[0.63,1.08]

Total events: 68 (CBT+ standard care), 82 (Standard care)  

Heterogeneity: Tau2=0.04; Chi2=8.19, df=3(P=0.04); I2=63.37%  

Test for overall effect: Z=1.42(P=0.16)  

Test for subgroup differences: Chi2=0.01, df=1 (P=0.94), I2=0%  

Favours CBT+ standard care 200.05 50.2 1 Favours standard care

 
 

Comparison 3.   SENSITIVITY ANALYSIS 2: CBT+ STANDARD CARE versus STANDARD CARE ALONE (LESS-WELL DEFINED
CBT)

Outcome or subgroup title No. of studies No. of partici-
pants

Statistical method Effect size

1 Global state: 1. Relapse - medium
term

5   Risk Ratio (M-H, Fixed, 95%
CI)

Subtotals only

1.1 With less-well defined CBT 5 667 Risk Ratio (M-H, Fixed, 95%
CI)

0.52 [0.38, 0.71]
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Outcome or subgroup title No. of studies No. of partici-
pants

Statistical method Effect size

1.2 Without less-well defined CBT 2 458 Risk Ratio (M-H, Fixed, 95%
CI)

0.59 [0.41, 0.84]

2 Global state: 1. Relapse - long term 13   Risk Ratio (M-H, Fixed, 95%
CI)

Subtotals only

2.1 With less-well defined CBT 13 1538 Risk Ratio (M-H, Fixed, 95%
CI)

0.86 [0.74, 0.99]

2.2 Without less-well defined CBT 8 957 Risk Ratio (M-H, Fixed, 95%
CI)

0.90 [0.76, 1.06]

3 Global state: 2. Clinically important
change (no improvement) - long term

2   Risk Ratio (M-H, Fixed, 95%
CI)

Subtotals only

3.1 With less-well defined CBT 2 82 Risk Ratio (M-H, Fixed, 95%
CI)

0.57 [0.39, 0.84]

3.2 Without less-well defined CBT 1 32 Risk Ratio (M-H, Fixed, 95%
CI)

0.5 [0.25, 1.00]

4 Mental state: 1. General - clinically
important change (no improvement)
- long term

5   Risk Ratio (M-H, Random,
95% CI)

Subtotals only

4.1 With less-well defined CBT 5 501 Risk Ratio (M-H, Random,
95% CI)

0.81 [0.65, 1.02]

4.2 Without less-well defined CBT 2 125 Risk Ratio (M-H, Random,
95% CI)

0.81 [0.50, 1.33]

 
 

Analysis 3.1.   Comparison 3 SENSITIVITY ANALYSIS 2: CBT+ STANDARD CARE versus STANDARD
CARE ALONE (LESS-WELL DEFINED CBT), Outcome 1 Global state: 1. Relapse - medium term.

Study or subgroup CBT+ stan-
dard care

Standard care Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Fixed, 95% CI   M-H, Fixed, 95% CI

3.1.1 With less-well defined CBT  

Barrowclough 2001 6/18 12/18 14.05% 0.5[0.24,1.04]

Gleeson 2009 2/41 8/40 9.49% 0.24[0.06,1.08]

Pan 2012 1/34 4/34 4.68% 0.25[0.03,2.12]

Qiu 2014b 7/30 15/30 17.57% 0.47[0.22,0.98]

Tuikington 2002 36/257 38/165 54.21% 0.61[0.4,0.92]

Subtotal (95% CI) 380 287 100% 0.52[0.38,0.71]

Total events: 52 (CBT+ standard care), 77 (Standard care)  

Heterogeneity: Tau2=0; Chi2=2.1, df=4(P=0.72); I2=0%  

Test for overall effect: Z=4.12(P<0.0001)  

   

3.1.2 Without less-well defined CBT  

Barrowclough 2001 6/18 12/18 20.59% 0.5[0.24,1.04]
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Study or subgroup CBT+ stan-
dard care

Standard care Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Fixed, 95% CI   M-H, Fixed, 95% CI

Tuikington 2002 36/257 38/165 79.41% 0.61[0.4,0.92]

Subtotal (95% CI) 275 183 100% 0.59[0.41,0.84]

Total events: 42 (CBT+ standard care), 50 (Standard care)  

Heterogeneity: Tau2=0; Chi2=0.21, df=1(P=0.64); I2=0%  

Test for overall effect: Z=2.9(P=0)  

Test for subgroup differences: Chi2=0.26, df=1 (P=0.61), I2=0%  

Favours CBT+ standard care 5000.002 100.1 1 Favours standard care

 
 

Analysis 3.2.   Comparison 3 SENSITIVITY ANALYSIS 2: CBT+ STANDARD CARE versus STANDARD
CARE ALONE (LESS-WELL DEFINED CBT), Outcome 2 Global state: 1. Relapse - long term.

Study or subgroup CBT+ stan-
dard care

Standard care Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Fixed, 95% CI   M-H, Fixed, 95% CI

3.2.1 With less-well defined CBT  

Barrowclough 2001 7/18 12/18 4.74% 0.58[0.3,1.13]

Barrowclough 2010 64/164 62/163 24.56% 1.03[0.78,1.35]

Barrowclough 2014 11/75 7/35 3.77% 0.73[0.31,1.73]

Cao 2014 5/40 17/40 6.71% 0.29[0.12,0.72]

Garety 2008 27/133 23/140 8.85% 1.24[0.75,2.04]

Grawe 2006 14/30 13/20 6.16% 0.72[0.44,1.18]

Gumley 2003 13/72 25/72 9.87% 0.52[0.29,0.93]

Guo 2015 3/32 4/32 1.58% 0.75[0.18,3.09]

Lewis 2002 55/101 52/102 20.43% 1.07[0.82,1.39]

Pan 2012 3/34 8/34 3.16% 0.38[0.11,1.29]

Qian 2012 5/45 9/45 3.55% 0.56[0.2,1.53]

Tarrier 1999 16/33 9/28 3.85% 1.51[0.79,2.87]

Wang 2015 1/16 7/16 2.76% 0.14[0.02,1.03]

Subtotal (95% CI) 793 745 100% 0.86[0.74,0.99]

Total events: 224 (CBT+ standard care), 248 (Standard care)  

Heterogeneity: Tau2=0; Chi2=25.21, df=12(P=0.01); I2=52.4%  

Test for overall effect: Z=2.11(P=0.03)  

   

3.2.2 Without less-well defined CBT  

Barrowclough 2001 7/18 12/18 6.64% 0.58[0.3,1.13]

Barrowclough 2010 64/164 62/163 34.42% 1.03[0.78,1.35]

Gumley 2003 13/72 25/72 13.84% 0.52[0.29,0.93]

Guo 2015 3/32 4/32 2.21% 0.75[0.18,3.09]

Lewis 2002 55/101 52/102 28.64% 1.07[0.82,1.39]

Qian 2012 5/45 9/45 4.98% 0.56[0.2,1.53]

Tarrier 1999 16/33 9/28 5.39% 1.51[0.79,2.87]

Wang 2015 1/16 7/16 3.87% 0.14[0.02,1.03]

Subtotal (95% CI) 481 476 100% 0.9[0.76,1.06]

Total events: 164 (CBT+ standard care), 180 (Standard care)  

Heterogeneity: Tau2=0; Chi2=14.28, df=7(P=0.05); I2=50.96%  

Test for overall effect: Z=1.24(P=0.21)  

Test for subgroup differences: Chi2=0.21, df=1 (P=0.64), I2=0%  

Favours CBT+ standard care 5000.002 100.1 1 Favours standard care
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Analysis 3.3.   Comparison 3 SENSITIVITY ANALYSIS 2: CBT+ STANDARD CARE versus STANDARD CARE ALONE
(LESS-WELL DEFINED CBT), Outcome 3 Global state: 2. Clinically important change (no improvement) - long term.

Study or subgroup CBT+ stan-
dard care

Standard care Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Fixed, 95% CI   M-H, Fixed, 95% CI

3.3.1 With less-well defined CBT  

Grawe 2006 14/30 15/20 60% 0.62[0.39,0.98]

Wang 2015 6/16 12/16 40% 0.5[0.25,1]

Subtotal (95% CI) 46 36 100% 0.57[0.39,0.84]

Total events: 20 (CBT+ standard care), 27 (Standard care)  

Heterogeneity: Tau2=0; Chi2=0.27, df=1(P=0.6); I2=0%  

Test for overall effect: Z=2.82(P=0)  

   

3.3.2 Without less-well defined CBT  

Wang 2015 6/16 12/16 100% 0.5[0.25,1]

Subtotal (95% CI) 16 16 100% 0.5[0.25,1]

Total events: 6 (CBT+ standard care), 12 (Standard care)  

Heterogeneity: Not applicable  

Test for overall effect: Z=1.96(P=0.05)  

Test for subgroup differences: Chi2=0.11, df=1 (P=0.74), I2=0%  

Favours CBT+ standard care 50.2 20.5 1 Favours standard care

 
 

Analysis 3.4.   Comparison 3 SENSITIVITY ANALYSIS 2: CBT+ STANDARD CARE versus STANDARD CARE ALONE (LESS-
WELL DEFINED CBT), Outcome 4 Mental state: 1. General - clinically important change (no improvement) - long term.

Study or subgroup CBT+ stan-
dard care

Standard care Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Random, 95% CI   M-H, Random, 95% CI

3.4.1 With less-well defined CBT  

Durham 2003 19/22 20/21 31.63% 0.91[0.75,1.1]

Garety 2008 11/133 21/140 8.41% 0.55[0.28,1.1]

Guo 2015 12/32 19/32 12.43% 0.63[0.37,1.07]

Kuipers 1997 14/28 22/32 16.01% 0.73[0.47,1.13]

Tarrier 1999 28/33 25/28 31.52% 0.95[0.78,1.15]

Subtotal (95% CI) 248 253 100% 0.81[0.65,1.02]

Total events: 84 (CBT+ standard care), 107 (Standard care)  

Heterogeneity: Tau2=0.03; Chi2=9.1, df=4(P=0.06); I2=56.06%  

Test for overall effect: Z=1.79(P=0.07)  

   

3.4.2 Without less-well defined CBT  

Guo 2015 12/32 19/32 38.04% 0.63[0.37,1.07]

Tarrier 1999 28/33 25/28 61.96% 0.95[0.78,1.15]

Subtotal (95% CI) 65 60 100% 0.81[0.5,1.33]

Total events: 40 (CBT+ standard care), 44 (Standard care)  

Heterogeneity: Tau2=0.09; Chi2=3.21, df=1(P=0.07); I2=68.8%  

Test for overall effect: Z=0.82(P=0.41)  

Test for subgroup differences: Chi2=0, df=1 (P=1), I2=0%  

Favours CBT+ standard care 200.05 50.2 1 Favours standard care
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Comparison 4.   SENSITIVITY ANALYSIS 3: CBT+ STANDARD CARE versus STANDARD CARE ALONE (LESS EXPERIENCED
THERAPIST)

Outcome or subgroup title No. of studies No. of partici-
pants

Statistical method Effect size

1 Global state: 1. Relapse - medium term 5   Risk Ratio (M-H, Fixed, 95%
CI)

Subtotals only

1.1 With less-experienced therapist 5 667 Risk Ratio (M-H, Fixed, 95%
CI)

0.52 [0.38, 0.71]

1.2 Without less-experienced therapist 2 458 Risk Ratio (M-H, Fixed, 95%
CI)

0.59 [0.41, 0.84]

2 Global state: 1. Relapse - long term 13   Risk Ratio (M-H, Fixed, 95%
CI)

Subtotals only

2.1 With less-experienced therapist 13 1538 Risk Ratio (M-H, Fixed, 95%
CI)

0.86 [0.74, 0.99]

2.2 Without less-experienced therapist 7 666 Risk Ratio (M-H, Fixed, 95%
CI)

0.78 [0.64, 0.95]

3 Global state: 2. Clinically important
change (no improvement) - long term

2   Risk Ratio (M-H, Fixed, 95%
CI)

Subtotals only

3.1 With less-experienced therapist 2 82 Risk Ratio (M-H, Fixed, 95%
CI)

0.57 [0.39, 0.84]

3.2 Without less-experienced therapist 1 32 Risk Ratio (M-H, Fixed, 95%
CI)

0.5 [0.25, 1.00]

4 Mental state: 1. General - clinically
important change (no improvement) -
short term

7   Risk Ratio (M-H, Random,
95% CI)

Subtotals only

4.1 With less-experienced therapist 7 680 Risk Ratio (M-H, Random,
95% CI)

0.44 [0.21, 0.92]

4.2 Without less-experienced therapist 3 340 Risk Ratio (M-H, Random,
95% CI)

0.47 [0.11, 1.96]

5 Mental state: 1. General - clinically im-
portant change (no improvement) - long
term

5   Risk Ratio (M-H, Random,
95% CI)

Subtotals only

5.1 With less-experienced therapist 5 501 Risk Ratio (M-H, Random,
95% CI)

0.81 [0.65, 1.02]

5.2 Without less-experienced therapist 3 164 Risk Ratio (M-H, Random,
95% CI)

0.91 [0.80, 1.03]
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Analysis 4.1.   Comparison 4 SENSITIVITY ANALYSIS 3: CBT+ STANDARD CARE versus STANDARD
CARE ALONE (LESS EXPERIENCED THERAPIST), Outcome 1 Global state: 1. Relapse - medium term.

Study or subgroup CBT+ stan-
dard care

Standard care Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Fixed, 95% CI   M-H, Fixed, 95% CI

4.1.1 With less-experienced therapist  

Barrowclough 2001 6/18 12/18 14.05% 0.5[0.24,1.04]

Gleeson 2009 2/41 8/40 9.49% 0.24[0.06,1.08]

Pan 2012 1/34 4/34 4.68% 0.25[0.03,2.12]

Qiu 2014b 7/30 15/30 17.57% 0.47[0.22,0.98]

Tuikington 2002 36/257 38/165 54.21% 0.61[0.4,0.92]

Subtotal (95% CI) 380 287 100% 0.52[0.38,0.71]

Total events: 52 (CBT+ standard care), 77 (Standard care)  

Heterogeneity: Tau2=0; Chi2=2.1, df=4(P=0.72); I2=0%  

Test for overall effect: Z=4.12(P<0.0001)  

   

4.1.2 Without less-experienced therapist  

Barrowclough 2001 6/18 12/18 20.59% 0.5[0.24,1.04]

Tuikington 2002 36/257 38/165 79.41% 0.61[0.4,0.92]

Subtotal (95% CI) 275 183 100% 0.59[0.41,0.84]

Total events: 42 (CBT+ standard care), 50 (Standard care)  

Heterogeneity: Tau2=0; Chi2=0.21, df=1(P=0.64); I2=0%  

Test for overall effect: Z=2.9(P=0)  

Test for subgroup differences: Chi2=0.26, df=1 (P=0.61), I2=0%  

Favours CBT+ standard care 5000.002 100.1 1 Favours standard care

 
 

Analysis 4.2.   Comparison 4 SENSITIVITY ANALYSIS 3: CBT+ STANDARD CARE versus STANDARD
CARE ALONE (LESS EXPERIENCED THERAPIST), Outcome 2 Global state: 1. Relapse - long term.

Study or subgroup CBT+ stan-
dard care

Standard care Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Fixed, 95% CI   M-H, Fixed, 95% CI

4.2.1 With less-experienced therapist  

Barrowclough 2001 7/18 12/18 4.74% 0.58[0.3,1.13]

Barrowclough 2010 64/164 62/163 24.56% 1.03[0.78,1.35]

Barrowclough 2014 11/75 7/35 3.77% 0.73[0.31,1.73]

Cao 2014 5/40 17/40 6.71% 0.29[0.12,0.72]

Garety 2008 27/133 23/140 8.85% 1.24[0.75,2.04]

Grawe 2006 14/30 13/20 6.16% 0.72[0.44,1.18]

Gumley 2003 13/72 25/72 9.87% 0.52[0.29,0.93]

Guo 2015 3/32 4/32 1.58% 0.75[0.18,3.09]

Lewis 2002 55/101 52/102 20.43% 1.07[0.82,1.39]

Pan 2012 3/34 8/34 3.16% 0.38[0.11,1.29]

Qian 2012 5/45 9/45 3.55% 0.56[0.2,1.53]

Tarrier 1999 16/33 9/28 3.85% 1.51[0.79,2.87]

Wang 2015 1/16 7/16 2.76% 0.14[0.02,1.03]

Subtotal (95% CI) 793 745 100% 0.86[0.74,0.99]

Total events: 224 (CBT+ standard care), 248 (Standard care)  

Heterogeneity: Tau2=0; Chi2=25.21, df=12(P=0.01); I2=52.4%  

Test for overall effect: Z=2.11(P=0.03)  
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Study or subgroup CBT+ stan-
dard care

Standard care Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Fixed, 95% CI   M-H, Fixed, 95% CI

4.2.2 Without less-experienced therapist  

Barrowclough 2001 7/18 12/18 9.09% 0.58[0.3,1.13]

Barrowclough 2014 11/75 7/35 7.23% 0.73[0.31,1.73]

Cao 2014 5/40 17/40 12.88% 0.29[0.12,0.72]

Gumley 2003 13/72 25/72 18.94% 0.52[0.29,0.93]

Lewis 2002 55/101 52/102 39.19% 1.07[0.82,1.39]

Tarrier 1999 16/33 9/28 7.38% 1.51[0.79,2.87]

Wang 2015 1/16 7/16 5.3% 0.14[0.02,1.03]

Subtotal (95% CI) 355 311 100% 0.78[0.64,0.95]

Total events: 108 (CBT+ standard care), 129 (Standard care)  

Heterogeneity: Tau2=0; Chi2=19.61, df=6(P=0); I2=69.41%  

Test for overall effect: Z=2.43(P=0.02)  

Test for subgroup differences: Chi2=0.54, df=1 (P=0.46), I2=0%  

Favours CBT+ standard care 5000.002 100.1 1 Favours standard care

 
 

Analysis 4.3.   Comparison 4 SENSITIVITY ANALYSIS 3: CBT+ STANDARD CARE versus STANDARD CARE ALONE (LESS
EXPERIENCED THERAPIST), Outcome 3 Global state: 2. Clinically important change (no improvement) - long term.

Study or subgroup CBT+ stan-
dard care

Standard care Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Fixed, 95% CI   M-H, Fixed, 95% CI

4.3.1 With less-experienced therapist  

Grawe 2006 14/30 15/20 60% 0.62[0.39,0.98]

Wang 2015 6/16 12/16 40% 0.5[0.25,1]

Subtotal (95% CI) 46 36 100% 0.57[0.39,0.84]

Total events: 20 (CBT+ standard care), 27 (Standard care)  

Heterogeneity: Tau2=0; Chi2=0.27, df=1(P=0.6); I2=0%  

Test for overall effect: Z=2.82(P=0)  

   

4.3.2 Without less-experienced therapist  

Wang 2015 6/16 12/16 100% 0.5[0.25,1]

Subtotal (95% CI) 16 16 100% 0.5[0.25,1]

Total events: 6 (CBT+ standard care), 12 (Standard care)  

Heterogeneity: Not applicable  

Test for overall effect: Z=1.96(P=0.05)  

Test for subgroup differences: Chi2=0.11, df=1 (P=0.74), I2=0%  

Favours CBT+ standard care 1000.01 100.1 1 Favours standard care

 
 

Analysis 4.4.   Comparison 4 SENSITIVITY ANALYSIS 3: CBT+ STANDARD CARE versus
STANDARD CARE ALONE (LESS EXPERIENCED THERAPIST), Outcome 4 Mental
state: 1. General - clinically important change (no improvement) - short term.

Study or subgroup CBT+ stan-
dard care

Standard care Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Random, 95% CI   M-H, Random, 95% CI

4.4.1 With less-experienced therapist  

Favours CBT+ standard care 200.05 50.2 1 Favours standard care
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Study or subgroup CBT+ stan-
dard care

Standard care Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Random, 95% CI   M-H, Random, 95% CI

Jia 2005 1/22 4/38 8.08% 0.43[0.05,3.62]

Jiao 2014 2/60 8/60 11.98% 0.25[0.06,1.13]

Ma 2016 4/95 28/95 16.41% 0.14[0.05,0.39]

Qiu 2014b 3/30 5/30 13.36% 0.6[0.16,2.29]

Tarrier 1999 22/33 25/28 22.68% 0.75[0.57,0.98]

Wang 2008 4/45 4/44 13.51% 0.98[0.26,3.67]

Zhao 2013 3/50 8/50 13.98% 0.38[0.11,1.33]

Subtotal (95% CI) 335 345 100% 0.44[0.21,0.92]

Total events: 39 (CBT+ standard care), 82 (Standard care)  

Heterogeneity: Tau2=0.62; Chi2=20.26, df=6(P=0); I2=70.39%  

Test for overall effect: Z=2.17(P=0.03)  

   

4.4.2 Without less-experienced therapist  

Ma 2016 4/95 28/95 32.55% 0.14[0.05,0.39]

Tarrier 1999 22/33 25/28 38.31% 0.75[0.57,0.98]

Wang 2008 4/45 4/44 29.14% 0.98[0.26,3.67]

Subtotal (95% CI) 173 167 100% 0.47[0.11,1.96]

Total events: 30 (CBT+ standard care), 57 (Standard care)  

Heterogeneity: Tau2=1.36; Chi2=17.01, df=2(P=0); I2=88.24%  

Test for overall effect: Z=1.03(P=0.3)  

Test for subgroup differences: Chi2=0.01, df=1 (P=0.93), I2=0%  

Favours CBT+ standard care 200.05 50.2 1 Favours standard care

 
 

Analysis 4.5.   Comparison 4 SENSITIVITY ANALYSIS 3: CBT+ STANDARD CARE versus
STANDARD CARE ALONE (LESS EXPERIENCED THERAPIST), Outcome 5 Mental
state: 1. General - clinically important change (no improvement) - long term.

Study or subgroup CBT+ stan-
dard care

Standard care Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Random, 95% CI   M-H, Random, 95% CI

4.5.1 With less-experienced therapist  

Durham 2003 19/22 20/21 31.63% 0.91[0.75,1.1]

Garety 2008 11/133 21/140 8.41% 0.55[0.28,1.1]

Guo 2015 12/32 19/32 12.43% 0.63[0.37,1.07]

Kuipers 1997 14/28 22/32 16.01% 0.73[0.47,1.13]

Tarrier 1999 28/33 25/28 31.52% 0.95[0.78,1.15]

Subtotal (95% CI) 248 253 100% 0.81[0.65,1.02]

Total events: 84 (CBT+ standard care), 107 (Standard care)  

Heterogeneity: Tau2=0.03; Chi2=9.1, df=4(P=0.06); I2=56.06%  

Test for overall effect: Z=1.79(P=0.07)  

   

4.5.2 Without less-experienced therapist  

Durham 2003 19/22 20/21 45.93% 0.91[0.75,1.1]

Kuipers 1997 14/28 22/32 8.79% 0.73[0.47,1.13]

Tarrier 1999 28/33 25/28 45.27% 0.95[0.78,1.15]

Subtotal (95% CI) 83 81 100% 0.91[0.8,1.03]

Total events: 61 (CBT+ standard care), 67 (Standard care)  

Heterogeneity: Tau2=0; Chi2=1.63, df=2(P=0.44); I2=0%  

Test for overall effect: Z=1.45(P=0.15)  

Favours CBT+ standard care 200.05 50.2 1 Favours standard care
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Study or subgroup CBT+ stan-
dard care

Standard care Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Random, 95% CI   M-H, Random, 95% CI

Test for subgroup differences: Chi2=0.68, df=1 (P=0.41), I2=0%  

Favours CBT+ standard care 200.05 50.2 1 Favours standard care

 
 

Comparison 5.   SENSITIVITY ANALYSIS 4: CBT+ STANDARD CARE versus STANDARD CARE ALONE (ASSUMATPION FOR
MISSING DATA)

Outcome or subgroup title No. of studies No. of partici-
pants

Statistical method Effect size

1 Global state: 1. Relapse - long term 13   Risk Ratio (M-H, Fixed, 95% CI) Subtotals only

1.1 With assumption 13 1538 Risk Ratio (M-H, Fixed, 95% CI) 0.86 [0.74, 0.99]

1.2 Without assumption 13 1523 Risk Ratio (M-H, Fixed, 95% CI) 0.84 [0.72, 0.97]

2 Mental state: 1. General - clinical-
ly important change (no improve-
ment) - short term

7   Risk Ratio (M-H, Random, 95%
CI)

Subtotals only

2.1 With assumption 7 680 Risk Ratio (M-H, Random, 95%
CI)

0.44 [0.21, 0.92]

2.2 Without assumption 7 675 Risk Ratio (M-H, Random, 95%
CI)

0.43 [0.19, 0.99]

 
 

Analysis 5.1.   Comparison 5 SENSITIVITY ANALYSIS 4: CBT+ STANDARD CARE versus STANDARD
CARE ALONE (ASSUMATPION FOR MISSING DATA), Outcome 1 Global state: 1. Relapse - long term.

Study or subgroup CBT+ stan-
dard care

Standard care Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Fixed, 95% CI   M-H, Fixed, 95% CI

5.1.1 With assumption  

Barrowclough 2001 7/18 12/18 4.74% 0.58[0.3,1.13]

Barrowclough 2010 64/164 62/163 24.56% 1.03[0.78,1.35]

Barrowclough 2014 11/75 7/35 3.77% 0.73[0.31,1.73]

Cao 2014 5/40 17/40 6.71% 0.29[0.12,0.72]

Garety 2008 27/133 23/140 8.85% 1.24[0.75,2.04]

Grawe 2006 14/30 13/20 6.16% 0.72[0.44,1.18]

Gumley 2003 13/72 25/72 9.87% 0.52[0.29,0.93]

Guo 2015 3/32 4/32 1.58% 0.75[0.18,3.09]

Lewis 2002 55/101 52/102 20.43% 1.07[0.82,1.39]

Pan 2012 3/34 8/34 3.16% 0.38[0.11,1.29]

Qian 2012 5/45 9/45 3.55% 0.56[0.2,1.53]

Tarrier 1999 16/33 9/28 3.85% 1.51[0.79,2.87]

Wang 2015 1/16 7/16 2.76% 0.14[0.02,1.03]

Subtotal (95% CI) 793 745 100% 0.86[0.74,0.99]

Total events: 224 (CBT+ standard care), 248 (Standard care)  
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Study or subgroup CBT+ stan-
dard care

Standard care Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Fixed, 95% CI   M-H, Fixed, 95% CI

Heterogeneity: Tau2=0; Chi2=25.21, df=12(P=0.01); I2=52.4%  

Test for overall effect: Z=2.11(P=0.03)  

   

5.1.2 Without assumption  

Barrowclough 2001 7/18 12/18 4.85% 0.58[0.3,1.13]

Barrowclough 2010 64/164 62/163 25.13% 1.03[0.78,1.35]

Barrowclough 2014 10/74 5/33 2.8% 0.89[0.33,2.41]

Cao 2014 5/40 17/40 6.87% 0.29[0.12,0.72]

Garety 2008 27/133 23/140 9.06% 1.24[0.75,2.04]

Grawe 2006 14/30 13/20 6.3% 0.72[0.44,1.18]

Gumley 2003 13/72 25/72 10.1% 0.52[0.29,0.93]

Guo 2015 3/32 4/32 1.62% 0.75[0.18,3.09]

Lewis 2002 55/101 52/102 20.91% 1.07[0.82,1.39]

Pan 2012 3/34 8/34 3.23% 0.38[0.11,1.29]

Qian 2012 5/45 9/45 3.64% 0.56[0.2,1.53]

Tarrier 1999 6/23 7/26 2.66% 0.97[0.38,2.47]

Wang 2015 1/16 7/16 2.83% 0.14[0.02,1.03]

Subtotal (95% CI) 782 741 100% 0.84[0.72,0.97]

Total events: 213 (CBT+ standard care), 244 (Standard care)  

Heterogeneity: Tau2=0; Chi2=22.47, df=12(P=0.03); I2=46.6%  

Test for overall effect: Z=2.33(P=0.02)  

Test for subgroup differences: Chi2=0.04, df=1 (P=0.85), I2=0%  

Favours CBT+ standard care 5000.002 100.1 1 Favours standard care

 
 

Analysis 5.2.   Comparison 5 SENSITIVITY ANALYSIS 4: CBT+ STANDARD CARE versus
STANDARD CARE ALONE (ASSUMATPION FOR MISSING DATA), Outcome 2 Mental
state: 1. General - clinically important change (no improvement) - short term.

Study or subgroup CBT+ stan-
dard care

Standard care Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Random, 95% CI   M-H, Random, 95% CI

5.2.1 With assumption  

Jia 2005 1/22 4/38 8.08% 0.43[0.05,3.62]

Jiao 2014 2/60 8/60 11.98% 0.25[0.06,1.13]

Ma 2016 4/95 28/95 16.41% 0.14[0.05,0.39]

Qiu 2014b 3/30 5/30 13.36% 0.6[0.16,2.29]

Tarrier 1999 22/33 25/28 22.68% 0.75[0.57,0.98]

Wang 2008 4/45 4/44 13.51% 0.98[0.26,3.67]

Zhao 2013 3/50 8/50 13.98% 0.38[0.11,1.33]

Subtotal (95% CI) 335 345 100% 0.44[0.21,0.92]

Total events: 39 (CBT+ standard care), 82 (Standard care)  

Heterogeneity: Tau2=0.62; Chi2=20.26, df=6(P=0); I2=70.39%  

Test for overall effect: Z=2.17(P=0.03)  

   

5.2.2 Without assumption  

Jia 2005 1/22 4/38 9.09% 0.43[0.05,3.62]

Jiao 2014 2/60 8/60 13.1% 0.25[0.06,1.13]

Ma 2016 4/95 28/95 17.36% 0.14[0.05,0.39]

Qiu 2014b 3/30 5/30 14.46% 0.6[0.16,2.29]

Favours CBT+ standard care 200.05 50.2 1 Favours standard care
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Study or subgroup CBT+ stan-
dard care

Standard care Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Random, 95% CI   M-H, Random, 95% CI

Tarrier 1999 22/33 25/28 22.97% 0.75[0.57,0.98]

Wang 2008 2/43 1/41 7.96% 1.91[0.18,20.24]

Zhao 2013 3/50 8/50 15.06% 0.38[0.11,1.33]

Subtotal (95% CI) 333 342 100% 0.43[0.19,0.99]

Total events: 37 (CBT+ standard care), 79 (Standard care)  

Heterogeneity: Tau2=0.74; Chi2=21.18, df=6(P=0); I2=71.67%  

Test for overall effect: Z=1.99(P=0.05)  

Test for subgroup differences: Chi2=0, df=1 (P=0.99), I2=0%  

Favours CBT+ standard care 200.05 50.2 1 Favours standard care

 
 

Comparison 6.   SENSITIVITY ANALYSIS 5: CBT+ STANDARD CARE versus STANDARD CARE ALONE (IMPUTED VALUES)

Outcome or subgroup title No. of studies No. of partici-
pants

Statistical method Effect size

1 Global state: 1a. Relapse - short
term

2   Risk Ratio (M-H, Fixed, 95% CI) Subtotals only

1.1 With imputed values 2 92 Risk Ratio (M-H, Fixed, 95% CI) 0.19 [0.04, 1.02]

1.2 Without imputed values 1 61 Risk Ratio (M-H, Fixed, 95% CI) 0.09 [0.01, 1.69]

 
 

Analysis 6.1.   Comparison 6 SENSITIVITY ANALYSIS 5: CBT+ STANDARD CARE versus
STANDARD CARE ALONE (IMPUTED VALUES), Outcome 1 Global state: 1a. Relapse - short term.

Study or subgroup [CBT+ stan-
dard care]

[Standard care] Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Fixed, 95% CI   M-H, Fixed, 95% CI

6.1.1 With imputed values  

Tarrier 1999 0/33 4/28 62.59% 0.09[0.01,1.69]

Zou 2013 1/15 3/16 37.41% 0.36[0.04,3.05]

Subtotal (95% CI) 48 44 100% 0.19[0.04,1.02]

Total events: 1 ([CBT+ standard care]), 7 ([Standard care])  

Heterogeneity: Tau2=0; Chi2=0.55, df=1(P=0.46); I2=0%  

Test for overall effect: Z=1.93(P=0.05)  

   

6.1.2 Without imputed values  

Tarrier 1999 0/33 4/28 100% 0.09[0.01,1.69]

Subtotal (95% CI) 33 28 100% 0.09[0.01,1.69]

Total events: 0 ([CBT+ standard care]), 4 ([Standard care])  

Heterogeneity: Not applicable  

Test for overall effect: Z=1.6(P=0.11)  

Test for subgroup differences: Chi2=0.17, df=1 (P=0.68), I2=0%  

Favours CBT+ standard care 200.05 50.2 1 Favours standard care
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Comparison 7.   SENSITIVITY ANALYSIS 6: CBT+ STANDARD CARE versus STANDARD CARE ALONE (RANDOM EFFECT
MODEL)

Outcome or subgroup title No. of studies No. of partici-
pants

Statistical method Effect size

1 Global state: 2. Clinically impor-
tant change (no improvement)

3   Risk Ratio (M-H, Random, 95% CI) Subtotals only

1.1 Short term 1 48 Risk Ratio (M-H, Random, 95% CI) 1.01 [0.61, 1.66]

1.2 Long term 2 82 Risk Ratio (M-H, Random, 95% CI) 0.58 [0.40, 0.85]

 
 

Analysis 7.1.   Comparison 7 SENSITIVITY ANALYSIS 6: CBT+ STANDARD CARE versus STANDARD CARE ALONE
(RANDOM EFFECT MODEL), Outcome 1 Global state: 2. Clinically important change (no improvement).

Study or subgroup [CBT+ stan-
dard care]

[Standard care] Risk Ratio Weight Risk Ratio

  n/N n/N M-H, Random, 95% CI   M-H, Random, 95% CI

7.1.1 Short term  

Edwards 2011 13/23 14/25 100% 1.01[0.61,1.66]

Subtotal (95% CI) 23 25 100% 1.01[0.61,1.66]

Total events: 13 ([CBT+ standard care]), 14 ([Standard care])  

Heterogeneity: Not applicable  

Test for overall effect: Z=0.04(P=0.97)  

   

7.1.2 Long term  

Wang 2015 6/16 12/16 30.46% 0.5[0.25,1]

Grawe 2006 14/30 15/20 69.54% 0.62[0.39,0.98]

Subtotal (95% CI) 46 36 100% 0.58[0.4,0.85]

Total events: 20 ([CBT+ standard care]), 27 ([Standard care])  

Heterogeneity: Tau2=0; Chi2=0.27, df=1(P=0.6); I2=0%  

Test for overall effect: Z=2.77(P=0.01)  

Test for subgroup differences: Chi2=2.94, df=1 (P=0.09), I2=66.01%  

Favours CBT+ standard care 1000.01 100.1 1 Favours standard care

 

 

A D D I T I O N A L   T A B L E S
 

  Cognitive Behavioural Therapy

Study ID No other active

therapies

Experienced thera-

pists

Well-defined CBT Details about CBT

Barrowclough
2001

√ √ √ Content:

The interventions began with the motivational in-
terviewing phase and five initial weekly sessions
designed to assess and then enhance the patient’s
motivation to change. If the patient’s commitment
was obtained, changes in substance use were ne-

Table 1.   More detailed description of interventions in the included studies 
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gotiated on an individual basis. With the introduc-
tion of the individual cognitive behaviour therapy
at week 6 (or earlier, if appropriate), the motiva-
tional interviewing style was integrated into sub-
sequent cognitive behaviour therapy sessions. The
individual cognitive behaviour therapy took place
over approximately 18 weekly sessions, followed
by six biweekly sessions (a total of 29 individual
sessions, including the motivational interviewing).

Six clinicians (five clinical psychologists and one
nurse therapist) conducted the cognitive behaviour
therapies (individual and family). All had experi-
ence in cognitive behaviour therapy work with psy-
chotic patients and were eligible for accreditation
as cognitive behaviour therapists with the

British Association for Behavioural and Cognitive
Psychotherapy. Therapy was detailed in a compre-
hensive treatment manual (available from CB), and
the therapists received weekly supervision based
on audiotape sessions to ensure treatment fidelity.

Barrowclough
2010

√ ? √ Content: psychological therapy consisted of 26 in-
dividual sessions delivered over 12 months. Treat-
ment was built around two phases. The first phase
used motivational interviewing to reinforce moti-
vation to change. In phase two of the intervention,
CBT from both the psychosis and substance mis-
use evidence base was used to formulate a change
plan to help the patients to implement and main-
tain changes (e.g. strategies for dealing with dis-
tressing voices and depressed mood, responding
to relapses, and coping with cravings and urges).

Barrowclough
2014

√ √ ? Content: motivation building which is to elicit and
understand patients' perspective in relation to life
goals, explore and resolve ambivalence so as to
facilitate motivation for change; CBT techniques
from both the psychosis and substance use evi-
dence base were used to help the patient imple-
ment and maintain changes;

Delivered by: The trial therapists all had experience
in conducting CBT with people with first-episode
psychosis.

Birchwood 2014 √ √ √ Content: cognitive behaviour therapy techniques
are used to assess and modify conviction in four
beliefs linked to the construct of voice power. Pro-
tocol for cognitive therapy for command hallucina-
tions was developed by MB and details are provid-
ed in our casebook manuals.

Delivered by: cognitive therapists who were super-
vised in each centre by a lead clinician with exper-
tise in cognitive behaviour therapy for psychosis.

Cao 2014 √ √ # Content: The intervention included health educa-
tion to help patients recognize and correct their

Table 1.   More detailed description of interventions in the included studies  (Continued)
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wrong beliefs or cognition; behavioural therapy in-
cluded relaxation training.

Delivered by: unclear.

Chen 2014 √ ? √ Content: psychoeducation: help for participants to
figure out their inappropriate beliefs and attitude;
help participants recognize their cognition prob-
lems, and rebuild their personality and behaviour.
Psychoeducation was given to families.

Delivered by: unclear.

Chen 2015 √ ? ? Content: the content of CBT was not stated.

Delivered by: not stated.

Durham 2003 √ √ ? Content: An initial emphasis on engagement, ed-
ucation and building a therapeutic alliance; func-
tional analysis of key symptoms, leading to a for-
mulation and problem list; development of a nor-
malising rationale for the patient's psychotic expe-
riences; exploration and enhancement of current
coping strategies; acquisition of additional coping
strategies for hallucinations and delusions; and fo-
cus on accompanying affective symptomatology
using relaxation training, personal effectiveness
training and problem-solving, as appropriate.

Delivered by: five clinical nurse specialists with ex-
tensive professional experience of severe mental
disorder. The therapists received training mainly
focused on CBT.

Edwards 2011 ? ? √ Content: A manualised CBT program, the system-
atic treatment of persistent psychosis (STOPP; Her-
mann-Doig 2003).

Delivered by: not reported.

England 2007 √ √ # Content: CBT was applied by delivery of 12, 90-
min sessions of individualised counselling to voice
hearers over a period of 4 months. CBT consisted of
reasoning and decision support, counselling strate-
gies tied to the techniques of Socratic learning, the
verbal challenge, or empirical reality trial, home-
work assignments, and summarisation of the coun-
selling sessions. The counselling sessions were au-
dio-taped to allow for audit of the nurse's coun-
selling strategies.

Delivered by: an experienced psychiatric clinical
nurse specialist.

Farhall 2009 √ # √ Content: The CBT intervention is based on efficacy
trials conducted in the UK (Kuipers 1998). It is simi-
lar in scope and content to the therapy outlined by
Fowler 1995.

Table 1.   More detailed description of interventions in the included studies  (Continued)

Cognitive behavioural therapy plus standard care versus standard care for people with schizophrenia (Review)

Copyright © 2018 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.

254



Cochrane
Library

Trusted evidence.
Informed decisions.
Better health.

 
 

Cochrane Database of Systematic Reviews

Therapists work with patients for 12-24 sessions on
agreed recovery goals using one or more of the fol-
lowing recovery therapy components:

• everyday coping,

• working with symptoms,

• understanding the experience of psychosis,

• strengthening adaptive view of self,

• personal/emotional issues or comorbid disor-
ders,

• relapse prevention, and

• family or social reintegration.

Delivered by: 12 clinical psychologists.

Fowler 2009 √ √ √ Content: An initial emphasis on engagement, ed-
ucation, and building a therapeutic alliance; func-
tional analysis of key symptoms, leading to a for-
mulation and problem list; development of a nor-
malising rationale for the patient's psychotic expe-
riences; exploration and enhancement of current
coping strategies; acquisition of additional coping
strategies for hallucinations and delusions; and fo-
cus on accompanying affective symptomatology
using relaxation training, personal effectiveness
training, and problem-solving, as appropriate.

Delivered by: five clinical nurse specialists with ex-
tensive professional experience of severe mental
disorder. The therapists received training mainly
focused on CBT.

Freeman 2014 √ # # Content: 1. negative thoughts about the self, 2.
positive activities, and 3. positive thoughts about
the self.

Delivered by: clinical psychologists.

Freeman 2015 √ ? ? Content: The main techniques were psychoeduca-
tion about worry, identification and reviewing of
positive and negative beliefs about worry, increas-
ing awareness of the initiation of worry and individ-
ual triggers, use of worry periods, planning activity
at times of worry (whichcould include relaxation),
and learning to let go of worry.

Delivered by: not reported.

Garety 2008 √ # ? Content: CBT targeted at relapse prevention, done
by exploring people's understanding of triggers
and risks of relapse and by developing a new mod-
el of disorder emphasising alternatives to delusion-
al thinking; targets often included persistent neg-
ative beliefs about self and others, characteristic
reasoning styles such as jumping to conclusions
and distressing emotional reactions to events and
anomalous experiences; administered by skilled
practitioners (doctorial level clinical psychologists)
and treatment fidelity assessed using the Cognitive
Therapy for Psychosis Adherence Scale.
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Delivered by: five clinical nurse specialists with ex-
tensive professional experience of severe mental
disorder.

Gleeson 2009 # # ? Content: CBT focused upon relapse prevention al-
though nonadherence to treatment, substance
abuse, coping with stress, and comorbid anxiety
and depression were also targeted. There were par-
allel individual CBT sessions and family therapy
sessions (based upon cognitive behavioural fami-
ly therapy for schizophrenia (Falloon, 1988; Mueser
& Glynn, 1999). The family therapy focused upon
communication skills, psychoeducation regarding
relapse risk, and a review of early warning signs
and documentation of a relapse prevention plan.

Delivered by: individual research therapist, who
additionally adopted the role of outpatient cases.

Granholm 2005 √ √ √ Content: The treatment manual included a patient
workbook that contained homework forms. The
CBT was developed specifically for patients with
schizophrenia; the age-relevant content modifica-
tions were added. To simplify learning and to help
patients remember to use cognitive techniques in
everyday life, mnemonic aids were provided; there
were also behavioural role-playing exercises and
problem-solving skills.

Delivered by: psychologists or senior graduate stu-
dents who had 2 years of clinical experience.

Grawe 2006 # ? ? Content: integrated treatment provided by multi-
disciplinary team, including pharmacotherapy and
case management. Structured family psychoed-
ucation, cognitive behavioural family education,
problem-solving skills training, individual cognitive
behavioural strategies for residue symptoms.

Gumley 2003 √ √ √ Content: CBT was divided into two phases. Tar-
geted CBT included identifying and targeting be-
liefs and behaviours, which increased risk to self
or others, identifying and targeting beliefs and be-
haviours accelerating relapse and developing al-
ternative beliefs and reinforcing those through be-
haviour change. During the study period, the CBT
group received a median(range) of 6 (0–14) outpa-
tient medical consultations and 28.5 (0 – 86) com-
munity mental health team contacts.

Delivered by: a clinical psychologist.

Guo 2015 √ # √ Content: CBT procedure was edited according to
previous study and guideline (Li 2015 and Wright
2010).

Delivered by: rehabilitation therapists.

Habib 2015 √ √ √ Content: Therapy was provided according to a
manualised treatment protocol (Kingdon and Turk-
ington, 1994), and was culturally adapted.
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Delivered by: psychologist who had received train-
ing in CBTp.

He 2012 √ ? ? Content:The intervention was based on a cognitive
behavioural therapy handbook developed by the
investigators. The therapeutic milieu and content
was applied according to the handbook.

Delivered by: unclear.

Hu 2013 ? √ ? Content: CBT and risperidone.

Delivered by: six experienced psychologists.

Hu 2014 √ ? # Content: The cognitive behavioural therapy includ-
ed wrong behaviour correction, relaxation, etc.

Delivered by: unclear.

Jackson 2009 √ √ √ Content: The cognitive therapy based recovery in-
tervention (CRI) was designed to be delivered on
a weekly basis over a 6-month period (i.e. it was
limited to a maximum of 26 sessions) and followed
a protocol-based modular approach. There were
three key components: (a) engagement and formu-
lation; (b) trauma processing; and (c) appraisals of
psychotic illness (shame, loss, and entrapment).
The intervention, therefore, is not just designed
for those who could be described as 'traumatised'
by their experiences of psychosis. It is intended to
be helpful for all first-episode patients adjusting to
and recovering from a first episode of psychosis.

Delivered by: four clinical psychologists and a cog-
nitive behavioural psychotherapist. All clinicians
had over 4 years experience in the practice of cog-
nitive therapy for early psychosis and received reg-
ular case supervision.

Jia 2005 √ ? # Content: Rational thinking training, helping the
participant realise his or her inappropriate cogni-
tion, behavioural training, diary and health educa-
tion.

Delivered by: unclear.

Jiao 2014 √ ? # Content: to help participants understand their
symptoms and strategies to prevent the symp-
toms, cognitive rebuild, communication with ther-
apists.

The dosage of risperidone was 3.8 ± 0.7 mg/day.

Delivered by: unclear.

Kuipers 1997 # √ # Content: Initial sessions were focused on facilitat-
ing engagement in treatment. Considerable effort
was spent on building and maintaining a good ba-
sic therapeutic relationship, and this relationship
was characterised by considerable flexibility on the
part of the therapist. When necessary, treatment
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was arranged in locations convenient to the client,
including home visits and proactive outreach. Be-
havioural therapy techniques, including activity
scheduling, relaxation and skills training.

Delivered by: experienced clinical psychologists.

Lewis 2002 √ √ √ The CBT was manual-based with four stages.

Stage 1: a cognitive behavioural analysis of how
symptoms might relate to cognitions, behaviour
and coping strategies. Education about the nature
and treatment of psychosis, using a stress vulner-
ability model to link biological and psychological
mechanisms, was used to help engagement.

Stage 2: a problem list was generated collabora-
tively with the patient. This was then prioritised ac-
cording to the degree of distress attached, feasibil-
ity and, where relevant, clinical risk involved. Pri-
oritised problems were assessed in detail and a for-
mulation was agreed which included such issues as
trigger situations and cognitions.

Stage 3: Interventions particularly addressed posi-
tive psychotic symptoms of delusions and halluci-
nations, generating alternative hypotheses for ab-
normal beliefs and hallucinations, identifying pre-
cipitating and alleviating factors and reducing as-
sociated distress.

Stage 4: monitoring positive psychotic symptoms
of delusions and hallucinations.

Delivered by:one of five therapists trained in CBT
in psychosis, supervised by experienced cognitive
therapists.

Li 2013a √ ? # Content: Cognitive therapy was conducted to help
participant correct their wrong beliefs or thinking
process; establish and intensify the right cognition.

Delivered by: not reported.

Li 2014 √ ? # Content: psychoeducation about voice; discuss the
content of hallucinations; introduction of the ABC
model; discuss the link between voice and behav-
iour; coping strategies.

Delivered by: not stated.

Li 2015 √ √ √ Content: building of a therapeutic alliance; func-
tional analysis of key symptoms, leading to a for-
mulation and problem list; scheduling of activi-
ty; simulated scene training and case explanation;
exploration and enhancement of current coping
strategies; homework assignments.

Delivered by: therapists.

Li 2015a √ √ √ Content: functional analysis of symptoms and neg-
ative behaviour, providing treatment therapy, help
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patients to develop positive attitude, improve cog-
nitive abilities, reduce conflicts with social interac-
tions, improve clinical compliance, reduce negative
mood, improve the way of thinking.

Delivered by: specially trained therapists.

Liu 2012 # ? √ Content: rehabilitation training, cognitive and be-
haviour modification, life skill training, rebuild the
link between cognition, behaviour, and psycholo-
gy.

Delivered by: not stated.

Lu 2014 √ ? # Content: cognitive coping strategies, behavioural
therapy, etc.

Delivered by: unclear.

Ma 2016 √ √ # Content: CBT therapy included a therapeutic al-
liance building with patients, help to develop per-
sonal behaviour control ability, help to correct cog-
nitions in thought, beliefs and attitudes, help pa-
tients to aware of the importance of medications.

Delivered by: therapists.

Naeem 2015 √ # # Content: A spiritual dimension was included in for-
mulation, understanding and in therapy plan; Urdu
equivalents of CBT jargons were used in the thera-
py; culturally appropriate homework assignments
were selected and participants were encouraged to
attend even if they were unable to complete their
homework; folk stories and examples relevant to
the religious beliefs of the local population were
used to clarify issues.

Delivered by: psychology graduates with more than
5 years experience of working in mental health.

Naeem 2016 # √ √ Content: CBTp consisted of a total of 17 handouts
and eight worksheets, that could be flexibly given
by a health professional over 12-16 sessions. The
handouts focused on psychoeducation, dealing
with hallucinations, paranoia, changing negative
thinking, behavioural activation, problem-solving,
improving relationships and communication skills.
Health professionals were trained in formulating
and devising a plan to suit the individuals' needs.
The intervention was then delivered according to
this plan.

Frequency: a 15-30 minutes CBT was conducted in
each session.

Delivered by: frontline mental health professionals.

Pan 2012 ? ? ? Content: not stated.

Delivered by: not stated.
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Qian 2012 √ ? √ Content: CBT combined with antipsychotics. CBT
involves: 1) establish the consultant connection
between participants and investigator; 2) help
the participants recognise their wrong beliefs and
thinking process; 3) help the participants realize
their wrong recognition based on their problematic
beliefs and guiding them to the correct recognition
style; 4) help the participants realise and correct
the inappropriate points in their thinking process.
5) encourage the participant to express his/her
own viewpoints and promote his/her introspective-
ness. 6) help the participants inspect their exter-
nal misconceptions and correct the deep cause of
misconceptions by demonstration, imitation, or di-
dactic suggestion; 7) help participants consolidate
their reestablished conceptions and beliefs.

Delivered by: unclear.

Qin 2014a # # # Content: cognition correction and group psychoed-
ucation, training exercise.

Delivered by: psychologists or nurse.

Qiu 2014b √ ? # Content: coping strategies and relapse prevention.

Delivered by: unclear.

Rector 2003 √ √ √ Content: The CBT approach in this study was guid-
ed by the principles and strategies developed by
Beck et al. (1979, 1985). The first phase of therapy
focused on engagement and assessment. The sec-
ond phase of therapy aimed to socialise the patient
to the cognitive model and to impart cognitive and
behavioural coping skills, including self-monitoring
with a thought record and the completion of home-
work tasks. Overlapping with the first two phases
of treatment, a third aspect of treatment focused
on providing psychoeducation with a normalising
rationale.

Delivered by: two doctoral level psychologists and
one psychiatrist, all with formal training and prac-
tice in cognitive behavioural interventions.

Startup 2004 √ √ √ Content: This is a highly individualised, needs-
based form of CBT for psychotic disorders and is
based on collaborative empiricism and (evolving)
cognitive-behavioural formulations.

Delivered by: clinical psychologists who were em-
ployed as specialists in serious mental illness and
conducted CBT for schizophrenia on a routine ba-
sis.

Sun 2014 # ? # Content: CBT included the building of a therapeutic
alliance with patients, functional analysis of symp-
toms, help to deal with hallucinations and delu-
sions, relaxation training, personal effectiveness
training and problem-solving, as appropriate.
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Delivered by: not stated.

Tarrier 1999 √ √ √ Content: coping strategy enhancement, training in
problem-solving, strategies to reduce relapse plus
standard care.

Delivered by: three experienced clinical psycholo-
gists and followed a protocol manual.

Tarrier 2014 √ √ √ Content: CBSPp was based on a treatment manu-
al and was derived from an explanatory model of
suicide behaviour; the intervention consisted of
three phases: 1) Information processing biases; 2)
appraisals of defeat, entrapment, social isolation,
emotional dysregulation, and interpersonal prob-
lem-solving. 3) suicide schema.

Delivered by: clinical psychologists (JK, JM) who
had extensive experience in delivering CBT for psy-
chosis.

Trower 2004 √ ? √ Content: four core dysfunctional beliefs (and their
functional relation to behaviour and emotion) that
define the client - voice (social rank) power rela-
tionship. Using the methods of collaborative em-
piricism and Socratic dialogue, the therapist seeks
to engage the client to question, challenge and un-
dermine the power beliefs, then to use behaviour-
al tests to help the client gain disconfirming evi-
dence against the beliefs. These strategies are al-
so used to build clients' alternative beliefs in their
own power and status, and finally, where appropri-
ate, to explore the origins of the schema so clients
have an explanation for why they developed those
beliefs about the voice in the first place.

Delivered by: not stated.

Tuikington 2002 # √ √ Content: based on same manual used in Turking-
ton 2000, including assessment and engaging, de-
veloping explanations, case formulation, symptom
management, adherence, working with core beliefs
and relapse prevention.

Delivered by: nurses receiving 10 days of intensive
training.

Velligan 2014 √ √ # Content: The focus of the sessions was on pa-
tient-identified problems, particularly those that
interfered with daily functioning or were distress-
ing, normalising symptoms, and using CBT tech-
niques to develop alternative explanations.

Delivered by: master's and doctoral level profes-
sionals with > 2 years' experience in assessment
and treatment of serious mental illness.

Wang 2005 √ ? √ Content: help patients to understand their symp-
toms and the impact of symptoms to emotion, re-
alise the relationship between behaviour and dis-
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ease; strengthened behaviour therapy; cognitive
behavioural therapy.

Delivered by: unclear.

Wang 2012 √ ? # Content: psychoeducation about symptoms and
relapse, coping strategies to hallucination and
delusions; cognitive modification.

Delivered by: 6 psychologists.

Wang 2015 √ √ √ Content: The intervention was based on two pub-
lished cognitive behavioural therapy handbooks.

Delivered by: psychologist who had been trained to
conduct CBT.

Wang 2008 √ √ ? Content: establishing therapeutic relationship and
collating comprehensive illness history of individ-
ual patients. Treatment is divided into psychologi-
cal and behaviour aspects. Participants were give
psychoeducation about schizophrenia symptoms
in order to improve treatment compliance, and
meanwhile, behavioural intervention was given to
reinforce symptom self-monitoring, relapse pre-
vention, and ways of managing thoughts and ac-
tions. Standard care is Risperidol, 0.5 mg/day, in-
creased to 4 mg/day by the second week of inter-
vention and maximum dosage is 6 mg/day.

Delivered by: psychologist who had been trained to
conduct CBT.

Yao 2015 √ √ # Content: CBT included: 1) active promotion of so-
cial activity; 2) help to deal with hallucinations,
paranoia, changing negative thinking; 3) help to
self-regulate psychotic symptoms and improve so-
cial recovery from psychosis; 4) psychoeducation;
5) relax training with a duration of 30 minutes; 6)
promoting of patients' and guardians' confidence;
7) activity scheduling.

Delivered by: qualified doctors and senior nurse.

Zhang 2014 √ # # Content: psychoeducation and cognition modifica-
tion.

Delivered by: three psychologists.

Zhang 2015 √ √ √ Content: CBT included cognitive therapy and ra-
tional-emotive therapy. Cognitive therapy helped
patients to change negative thinking by provid-
ing psychoeducation. In rational-emotive therapy,
doctors planned therapy for each patient individu-
ally depending on patients' background and symp-
toms, to help patients to build up confidence and
solve emotional problems. The therapies included
psycho-diagnosis, helping patients to understand,
analysis of patients' background, implementation
and strengthening of therapies.
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Delivered by: qualified doctors.

Zhao 2013 √ # # Content: psychoeducation about symptoms and
coping strategies to symptoms; cognition modifi-
cation, and encouragement of social intercourse.

Delivered by: five psychologists.

Zhao 2014 # ? # Content: practicing daily life activity, recreation
therapy, and cognition modification.

Delivered by: not stated.

Zou 2013 # √ # Content: cognition modification, psychoeducation
about disease, and physical exercise.

Delivered by: nurses who had five years experience
of CBT.

Table 1.   More detailed description of interventions in the included studies  (Continued)
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Category Description

Global state These relate to meaningful changes in symptomatology and general clinical condition, recovery
and well-being. These outcomes include relapse, rehospitalisation, healthy days, or other clinical
important change in global state.

Mental state These refer to presence or absence of symptoms of psychosis as well as continuous measures re-
lating to characteristics of such symptoms (e.g. preoccupation; conviction; frequency; duration; in-
tensity, loudness; perceived interference with daily living) and insight. Measures of general affect
(e.g. anxiety, depression, shame, hopelessness, anger; self-esteem) and symptom-related affect
measures (e.g. voice-related distress; delusional distress) are also considered. The presence or fre-
quency of problematic behaviours (suicide attempts; deliberate self-harm; violence to others, etc.)
and functional and adaptive behaviours (e.g. increased coping strategies) are included.

Adverse effects All health interventions have the capacity for unintended and unwanted side effects. To date, there
has been a paucity of studies that have attempted to identify adverse effects of psychological ther-
apies. Such outcomes might include dependency, increased distress, increased family dysfunction,
and disengagement from mental health services.

Functioning These outcomes might include changes in employment, occupational and educational status, level
of received benefits or social welfare, perceived quality of life, and level of social functioning.

Quality of life These outcomes might include changes in the general quality of life or specific aspects relevant to
quality of life.

Satisfaction with treatment These outcomes might include both recipients of care satisfied with treatment and carers' satisfac-
tion with treatment.

Engagement with service The measurement of service utilisation and functional outcomes may convey important informa-
tion regarding health economic benefits, as well as provide indirect markers of personal indepen-
dence. Such outcomes might include number of acute hospital/inpatient respite days, number of
acute hospital admissions or equivalent (e.g. home treatment/crisis team intervention; respite ad-
missions), changes in legal status (MHA 1983), changes in level of care (including accommodation
type and intensity of service (Assertive Outreach Team versus Community Mental Health Team)).
These outcomes would also include alterations in the degree of compliance with the prescribed

Table 2.   Outcome categories 
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medication regimen, as well as alterations to the prescribed medication including changes in type
of medication and prescribed dosage.

Economic Direct costs of care and Indirect costs of care.

Table 2.   Outcome categories  (Continued)

 
 

  CBT group Standard care group

Short term Mean SD N Mean SD N

Barrowclough 2014 14.01 3.92 48 14.2 5.2 24

Chen 2015 10.6 3.7 25 11.5 4.1 25

Guo 2015 11.8 3.9 32 13.0 4.4 32

Jia 2005 9.82 2.13 22 12.18 1.84 38

Lewis 2002 13.3 5.06 78 13.67 5.33 60

Li 2013a 12.11 3.08 60 17.76 4.39 58

Naeem 2015 13.1 4.7 53 16.9 5.5 49

Qiu 2014b 13.07 5.3 30 17.28 4.3 29

Wang 2008 9.8 3.4 43 11.2 7.3 41

Wang 2015 10.8 3.51 15 13.33 4.32 15

Total     406     371

             

Medium term Mean SD N Mean SD N

Barrowclough 2001 13.35 4.57 17 16.07 5.54 15

Barrowclough 2010 14.62 4.85 137 14.59 5.35 137

Barrowclough 2014 13.36 3.92 47 14.6 5.1 23

Birchwood 2014 16.06 4.53 98 17.85 5.51 99

Chen 2015 10.2 3.7 25 11.3 3.9 25

Granholm 2005 13.2 5.4 32 12.9 4.6 33

Guo 2015 11.3 4.0 32 11.9 4.6 32

Hu 2013 10.2 4.8 40 10.1 4.9 39

Qiu 2014b 8.17 3.7 30 11.97 4.4 29

Table 3.   Data added into generic inverse variance outcome (1.14) 
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Rector 2003 12.0 4.0 24 13.9 6.7 18

Tarrier 2014 12.4 4.9 17 14.9 4.0 18

Wang 2015 9.53 1.68 15 11.8 2.98 15

Total     514     483

             

Long term Mean SD N Mean SD N

Barrowclough 2001 13.87 4.27 17 12.93 4.23 17

Barrowclough 2010 14.07 5.38 129 13.55 5.22 118

Barrowclough 2014 13.62 4.34 50 12.7 5.1 21

Birchwood 2014 16.96 5.32 98 17.3 5.78 99

Farhall 2009 11.78 5.13 45 13.0 4.67 47

Garety 2008 15.12 6.25 111 16.21 6.24 113

Granholm 2005 12.8 6.6 31 14.1 5.0 33

Gumley 2003 8.85 2.09 72 9.88 3.61 72

Guo 2015 10.8 3.8 32 12.8 4.3 32

Lewis 2002 12.45 4.1001 75 15.25 6.44 71

Rector 2003 10.9 3.4 21 11.5 4.7 13

Wang 2015 8.93 1.53 15 11.13 3.66 15

Total     696     651

Table 3.   Data added into generic inverse variance outcome (1.14)  (Continued)

 
 

  CBT group Standard care group

Short term Mean SD N Mean SD N

Freeman 2014 15.1 4.9 15 13.7 5.4 15

Freeman 2015 13.6 5.6 68 16.4 4.8 72

Total     83     87

Table 4.   Data added into generic inverse variance outcome (1.17) 
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  CBT group Standard care group

Short term Mean SD N Mean SD N

Barrowclough 2014 13.93 4.94 48 12.7 5.5 24

Chen 2015 16.8 6.1 25 19.3 5.7 25

Guo 2015 12.1 4.3 32 14.3 5.2 32

Jia 2005 17.18 3.46 22 20.66 3.36 38

Li 2013a 11.8 3.61 60 16.87 4.03 58

Naeem 2015 11.2 3.5 53 14.8 4.9 49

Qian 2012 17.23 4.02 45 19.37 4.51 45

Qiu 2014b 12.6 3.6 30 14.62 3.4 29

Wang 2008 9.3 3.3 43 11.3 4.2 41

Wang 2015 13.6 2.97 15 15.26 2.15 15

Total     373     356

             

Medium term Mean SD N Mean SD N

Barrowclough 2001 12.65 4.97 17 14.67 6.02 15

Barrowclough 2010 13.36 4.65 137 12.97 4.08 137

Barrowclough 2014 13.47 4.41 47 12.7 4.4 23

Birchwood 2014 12.94 5.22 98 13.45 4.97 99

Chen 2015 16.1 4.9 25 18.1 6.0 25

Granholm 2005 12.9 3.8 32 13.7 5.2 33

Guo 2015 12.1 4.3 32 14.4 5.1 32

Hu 2013 10.8 2.5 40 13.9 4.4 39

Qian 2012 9.43 4.09 45 17.25 4.34 45

Qiu 2014b 8.63 3.6 30 10.72 3.9 29

Rector 2003 13.1 4.5 24 16.0 7.2 18

Tarrier 2014 11.1 2.3 17 11.9 3.1 18

Wang 2015 12.73 3.03 15 13.13 1.88 15

Table 5.   Data added into generic inverse variance outcome (1.23) 
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Total     559     528

             

Long term Mean SD N Mean SD N

Barrowclough 2001 10.27 2.25 17 15.5 5.71 17

Barrowclough 2010 12.62 4.24 129 12.48 3.78 118

Barrowclough 2014 14.02 4.14 49 15.2 6.5 21

Birchwood 2014 13.33 5.47 98 12.96 4.48 99

Farhall 2009 13.69 4.84 45 12.34 4.12 47

Garety 2008 12.11 4.90 111 12.75 6.16 113

Granholm 2005 14.6 6.8 31 13.8 4.8 33

Gumley 2003 10.55 4.07 72 12.22 5.36 72

Guo 2015 11.2 4.4 32 14.3 5.1 32

Lewis 2002 14.34 5.20 75 15.99 6.16 71

Qian 2012 8.21 3.03 45 15.47 3.67 45

Rector 2003 10.9 4.0 21 16.5 6.0 13

Wang 2015 11.73 2.31 15 12.87 2.42 15

Total     740     696

Table 5.   Data added into generic inverse variance outcome (1.23)  (Continued)

 
 

  CBT group Standard care group

Short term Mean SD N Mean SD N

Barrowclough 2014 31.81 7.88 48 32.0 8.8 24

Chen 2015 26.7 5.4 25 27.4 6.2 25

Guo 2015 30.4 6.0 32 30.4 6.8 32

Li 2013a 21.17 5.37 60 28.29 6.9 58

Naeem 2015 23.7 6.2 53 30.0 8.4 49

Qiu 2014b 22.4 4.2 30 25.82 5.2 29

Wang 2008 25.1 4.1 43 26.9 4.7 41

Table 6.   Data added into generic inverse variance outcome (1.26) 
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Wang 2015 32.67 8.23 15 37.07 6.27 15

Total     306     273

             

Medium term Mean SD N Mean SD N

Barrowclough 2010 29.85 7.52 137 27.74 6.94 137

Barrowclough 2014 32.59 7.68 47 32.1 9.1 23

Birchwood 2014 30.85 8.36 98 32.64 9.1 99

Chen 2015 25.3 4.8 25 26.3 5.7 25

Guo 2015 27.4 5.7 32 29.1 6.3 32

Hu 2013 25.3 5.1 40 25.3 6.1 39

Qiu 2014b 17.47 4.5 30 21.14 5.3 29

Rector 2003 25.6 6.1 24 31.6 12.2 18

Tarrier 2014 24.4 6.6 17 27.1 7.8 18

Wang 2015 27.27 5.59 15 31.4 5.18 15

Total     465     435

             

Long term Mean SD N Mean SD N

Barrowclough 2010 27.87 7.8 129 25.84 6.44 118

Barrowclough 2014 34.14 8.59 49 31.6 8.5 21

Birchwood 2014 31.22 8.4 98 32.73 9.36 99

Farhall 2009 24.93 5.03 45 25.19 6.01 47

Garety 2008 29.74 7.63 111 30.43 8.00 113

Gumley 2003 24.73 6.5 72 26.9 8.1 72

Guo 2015 25.6 5.3 32 28.7 6.8 32

Lewis 2002 32.00 8.86 75 35.45 8.89 71

Rector 2003 24.2 6.9 21 29.4 10.0 13

Wang 2015 25.47 3.96 15 31.26 5.18 15

Total     647     601

Table 6.   Data added into generic inverse variance outcome (1.26)  (Continued)
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  CBT group Standard care group

Short term Mean SD N Mean SD N

Guo 2015 9.4 3.0 32 7.0 3.7 32

Naeem 2015 11.2 4.1 53 9.2 4.1 49

Total     85     81

             

Medium term Mean SD N Mean SD N

Guo 2015 9.4 3.5 32 7.8 3.9 32

Total     32     32

             

Long term Mean SD N Mean SD N

Guo 2015 10.4 3.6 32 7.5 4.3 32

Total     32     32

Table 7.   Data added into generic inverse variance outcome (1.36) 

 
 

Methods Allocation: randomised, fully explicit description of methods of randomisation and allocation con-
cealment.
Blinding: single, tested.
Setting: community rather than hospital.
Duration: 12 weeks treatment, and then follow-up to at least 52 weeks.

Participants Diagnosis: schizophrenia (ICD).
N = 300.*
Age: adults.
Sex: both.

Interventions 1. Cognitive behaviour therapy plus standard care. N = 150.

Content:

• a discrete psychological intervention, which is in addition to, and separate from, other therapeutic
interventions (for example, behavioural family therapy) and

• recipients establish links between their symptoms, thoughts and beliefs, and consequent distress
or problem behaviour, and

• the re-evaluation of their perceptions, beliefs or reasoning relating to the target symptoms; this
may include the re-evaluation of specific 'inferential' beliefs or more global 'evaluative' beliefs.

Delivered by: experienced therapists.

2. Other psychosocial therapy plus standard care . N = 150.

Table 8.   Suggested design of study 
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Outcomes General: time to all-cause treatment failure marked by its discontinuation, relapse/rehospitalisa-
tion, general impression of clinician (CGI), carer/other, compliance with treatment.
Mental state: BPRS and PANSS.
Global state: CGI (Clinical Global Impression).
Quality of life. QOL (Quality of Life Questionnaire).
Social functioning: return to everyday living for 80% of time.*
Economic outcomes.

Notes * Powered to be able to identify a difference of ˜ 20% between groups for primary outcome with
adequate degree of certainty.

Table 8.   Suggested design of study  (Continued)

BPRS = Brief Psychiatric Rating Scale
CGI =
ICD = International Classification of Diseases
PANSS = Positive and Negative Syndrome Scale
QOL =
 

 

A P P E N D I C E S

Appendix 1. Previous searches

We searched The Cochrane Schizophrenia Group Trials Register (February 2009) using the phrase:

{[(*cogniti* AND (*behavio* or therap*)) OR (*cogniti* and (*technique* or *restructur* or *challeng*)) OR (*self* and (*instruct* or
*management* or *attribution*)) OR (*rational* and *emotiv*) in title, abstract, index terms of REFERENCE] or [Cognitive* in interventions
of STUDY]}

This register is compiled by systematic searches of major databases, handsearches, and conference proceedings (see Group Module).

C O N T R I B U T I O N S   O F   A U T H O R S

Chris Jones: - protocol development, trial selection, report writing
Dave Hacker - protocol development, writing
Jun Xia - random check of the study screening and data extraction - management of SRS authors
Alan Meaden - protocol development, 'risk of bias' assessment, checking of final report
Claire Irving - protocol development, 'risk of bias' assessment, substantial editorial checks, and rewriting of full report
Sai Zhao: study selection, data extraction, 'risk of bias' assessment, draR write-up of results
Chunhu Shi - screened and extracted data, 'risk of bias' assessment
Jue Chen - clinical input on the extraction and analysis of Chinese trial data, report writing

D E C L A R A T I O N S   O F   I N T E R E S T

Chris Jones: clinical psychologist who uses cognitive behavioural therapy for those with serious mental illnesses, employed by Birmingham
and Solihull Mental Health Foundation Trust and the University of Birmingham.

David Hacker: clinical psychologist who uses cognitive behavioural therapy for those with serious mental illnesses, employed by
Birmingham and Solihull Mental Health Foundation Trust.

Jun Xia: Owner of SRS - Systematic Review Solutions - professional review writing company.

Alan Meaden: none known.

Claire Irving: Managing Editor of Cochrane Schizophrenia.

Sai Zhao: Employed by SRS as an author to complete systematic reviews.

Chunhu Shi: Employed by SRS as an author to complete systematic reviews.

Jue Chen: Employed by SRS as an author to complete systematic reviews.

Cognitive behavioural therapy plus standard care versus standard care for people with schizophrenia (Review)

Copyright © 2018 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.

270

http://mrw.interscience.wiley.com/cochrane/cochrane_clsysrev_crglist_fs.html


Cochrane
Library

Trusted evidence.
Informed decisions.
Better health.

 
 

Cochrane Database of Systematic Reviews

S O U R C E S   O F   S U P P O R T

Internal sources

• University of Birmingham, UK.

Employs lead author Chris Jones

• Rampton Hospital, UK.

Employs review author Irene Cormac

• Birmingham and Solihull Mental Health Foundation NHS Trust,, UK.

Employs review authors David Hacker and Alan Meaden

• University of Nottingham, UK.

Host institution for Cochrane Schizophrenia

• Shanghai Jiao Tong University School of Medicine, China.

Employs review author Jue Chen

• University of Manchester, UK.

Employs review author Chunhu Shi

External sources

• Systematic Review Solutions Ltd, UK.

Company receiving grant to complete trial selection and data extraction for this review. Employs review authors Jun Xia, Sai Zhao, Jue
Chen and Chunhu Shi

D I F F E R E N C E S   B E T W E E N   P R O T O C O L   A N D   R E V I E W

1. Secondary objectives

We previous stated some additional objectives of the review were to assess if the following diJerences in participants or interventions had
any eJects:

1. people in their first episode of illness with those who have a longer history of illness;

2. level of therapist experience and qualification;

3. length of treatment/number of sessions.

These are now presented in the methods as subgroup analyses. It was, however, not possible to collect data for some of these subgroups
(see below).

2. Outcomes

The outcomes have been reordered to reflect the order of outcomes reported in the 'Summary of findings' table. We have separated
global state and general functioning outcomes for clarity. We have also made a post hoc decision regarding the importance of 'death' as
a primary outcome for psychological interventions. We feel evidence regarding the global state of participants and their satisfaction with
treatment are better outcomes by which to evaluate the eJectiveness of CBT, rather than an event that rarely occurs with psychological
therapies. Death is now part of the adverse events outcome. We have also changed outcomes from 'no' clinically important change to
clinically important change to avoid the use of confusing double negatives. We have also used the longest follow-up time point available
for presenting in the SOF.

3. Methods update

We have updated the methods to reflect the latest changes in Cochrane Schizophrenia's template and harmonise the three sibling reviews
in this suite of CBT reviews. This includes updates to sensitivity analyses.

4. Subgroup analyses

Due to lack of data, we have decided not to anticipate subgroup analysis for people in a first episode of illness versus those at a later stage
of illness. The length of treatment is also now addressed in another Cochrane Review Naeem 2015a.
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I N D E X   T E R M S

Medical Subject Headings (MeSH)

Ambulatory Care;  Cognitive Behavioral Therapy  [*methods];  Combined Modality Therapy  [methods];  Patient Readmission  [statistics
& numerical data];  Patient Satisfaction;  Quality of Life;  Randomized Controlled Trials as Topic;  Recurrence;  Schizophrenia  [mortality]
 [*therapy];  Schizophrenic Psychology;  Social Behavior

MeSH check words

Adolescent; Adult; Aged; Female; Humans; Male; Middle Aged
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